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Oregon Title V — Maternal and Child Health
Five-Year Needs Assessment

1. Process for Conducting Needs Assessment

Goals and Vision

The Oregon Title V Programs began the Needs Assgsmth the vision to enhance
partnerships and engage new partners to createdsimeaningful goals for Oregon’s maternal
and child health populations and programs. The gmyngoal of Oregon’s assessment was to
assess priority issues as described by communityapical experts, as well as those who work
with women, children, and families every day. ThigeTV Programs are committed to
addressing those issues considered most urgemhatidnging to the overall health status of
both rural and urban communities around the state.

Leadership

The Oregon Title V Program is housed in two différagencies in Oregon. The Title V Director
and fiscal agent for the Block Grant is locatethi@ Office of Family Health (OFH), the Public
Health Division, in the Oregon Health Authority. & itle V CSHCN Director is located at the
Oregon Health and Science University, in the Ore@enter for Children and Youth with
Special Health Needs (OCCYSHN), Child Developmemnt Rehabilitation Center. Both
agencies work closely to administer Oregon’s TWlBrogram and MCH Block Grant, in
partnership with community and local health depantiVCH programs and activities.
Reference to the Oregon Title V Offices includégprabgrams and activities in both the Office of
Family Health and the Oregon Center for Childred ¥outh with Special Health Needs.

The Leadership Team for the MCH Needs Assessmeludead executive, management and
research staff in both Title V Offices. Executieadlership included the Title V Director and

OFH Administrator, Katherine J. Bradley and thdelt CYSHN Director and OCCYSHN
Director, Marilyn Hartzell. Management and reseastif from the Title V Offices provided
oversight and project management for all the assessprocesses in Appendix A. The
Leadership Team met at least monthly to facilitgtede, and make decisions about the progress
and outcomes of the assessment. The Leadership Waaractive in all aspects of the
assessment, from development of the surveys, seleaft Advisory Group members, and
selecting priorities appropriate for action by frie V Offices.

Methods

The methods for Oregon’s Assessment covered a apag in order to assure input from as
many stakeholders and experts as possible andsantigt balances the quantitative and
gualitative research. The methods covered thrderdiit processes: research, surveys, and
engagement. Figure 1 is an illustration of the pssdor data collection and priority setting.

Research for the assessment began in summer 2@DBhcuded collecting and analyzing many
reports and assessments that had been compldtesieouple years prior to that date. From that
information, an on-line survey was created usiregttip issues for each population raised in
those reports. An e-mail list was devised of ove thousand people working in local public
health agencies, child care, schools, early intdroe services, reproductive health services,
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private medical care, mental health services, amdces for children with special health needs.
About 900 people responded to that survey.

Next, focus groups with WIC participants were cartéd, asking mostly mothers of young
children about their most challenging issues amtiies. While more focus group discussions
were desirable as part of the assessment, caaxdtiime delayed this research and the
Leadership made a decision to include more focosmon the priorities resulting from the
assessment, particularly with those groups exparnegrpriorities. Focus groups will be
conducted to collect information about the extdrdisparities in health status and services,
particularly around the selected priority areas.

Figure 1
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The result of these early research and surveyiaesivesulted in a “long list” of priorities. Data
and indicators about each of these issues by piuigroups were compiled using multiple
data sources. This created a “data book” to be usednjunction with the next phase of the
assessment, a community-based Advisory Group.

The Title V Advisory Group was convened in DecemB€09, and the intent was to use the
group as topical experts to help narrow the losgdf priorities to recommendations for a short
list that would result in the five-year goals foetTitle V Program. The Advisory Group was
recruited from leaders and organizations with &erest or work related to the health of women,
children and children with special health need$ofEfvas made to assure participants were
representative or had expertise about Oregon’sskveopulations and the disparities
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experienced across MCH populations. The plan wathégroup to meet three times to discuss
the issues, create and administer a priority rantaol based on their discussion and the first on-
line survey, complement the tool with data aboos#issues in the Data Book, and then finalize
priority recommendations in a final meeting. TheRtization Tool and the Data Book are
posted on the Advisory Group website at
http://www.oregon.gov/DHS/ph/ch/mch_advisory.shtml

Concurrent to the Title V Advisory Group was thehfld Health Collaborative,” which is a
partnership of the Association of Public Health d&uSupervisors (AOPHNS) and the state
Office of Family Health. This was a process to ®specifically on public health issues and
priorities for a collaborative plan for state anddl public health. This Collaborative was a
follow up of a Perinatal Collaboration in 2008, winialso identified priorities.

Title V policy and program staff helped facilitatee discussions at both community engagement
activities, in order to hear first-hand the conseaind needs of the population, so that they also
may provide expertise and recommendations to ttie YiLeadership. One of the final steps to
the assessment was to administer the same pnianikyng tool for the Advisory Group to the

Title V policy and program staff, and hold an im&lrdiscussion session to collect their input on
the priorities.

Also concurrently as the Title V Advisory Group gressed, the Title V CYSHN program
conducted a Family Survey and a Provider Surveyssess the needs of children and youth with
special health needs and their families as weathase of community-based providers who serve
this target population. The surveys were admirgsten-line using Survey Monkey and paper
versions when requested. Spanish versions of timly~§urvey were available in Survey
Monkey and paper. Participants were recruited usiotliple marketing strategies including
email and direct mail to stakeholder groups, distiing information at conferences and
meetings, and posting information on the web. Resuére monitored and targeted outreach
efforts were made to counties and stakeholder gradpere participation was lacking. Analyses
of the surveys were integrated into the needs sissad process. Results were shared with staff
and key stakeholders to consider as the prionte® identified and refined for development.
Plans are as yet underway to develop and admirsteuth Survey in FY 2011 to complete the
Title V CSHCN process. Needs assessment is an mggoocess and the Title V CYSHN
program will continuously monitor the emerging tieeds of its target population.

The final priority issues presented to the Titlé&adership group for final decisions included
the input of all of these processes. Surprisinijlg,same issues, concerns and barriers were
consistent through all of these priority-settingqesses, with some variation about which
population group was most affected by the issua.rkee general priority areas are:

* Mental health

* Family violence

» Alcohol and drug abuse

e Oral health

* Overweight and obesity

e Parent skills and resources
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» Access to specialized services
» Access to family supports

The priorities identified by the Child Health Cditarative and the Title V CYSHN Family and
Provider surveys were largely consistent with thassed in the Title V Advisory Group,
validating that these were important for focusing state’s Title V resources.

The Title V CYSHN Family and Provider Survey resuttentified greatest needs of families and
their children to include respite care, care camton, speech and occupational therapy,
specialty care, mental health services and chile. &roviders identified financial resources,
respite care, and care coordination as the greagests of CYSHN.

Additional work to strategically plan and implemexativities to address each of these areas will
be forthcoming during implementation of the assesgmecommendations.

MCH Population Assessment Methodology
Oregon assessed populations in categories th&¢dddast to the potential interventions and
services. These groupings are:

* Women before and between pregnancies

* Pregnant women

* Mothers and infants

* Childrenages 1to 9

* Older children and adolescents ages 10-24

* Children and youth with special health needs (CY $Higes birth to 21

The assessment outcomes are organized by theskpapgroups and the planning for
interventions and analysis will be based on adderse perspective.

State Capacity Assessment Methodology

Assessment of capacity in Title V Programs wasectdld through a few different methods.
Primarily, the Title V Advisory Group process indkd significant discussions about
opportunities, barriers, and infrastructure ne@tigir commentary was captured and organized
by Title V Pyramid Level and will be the primarywsoe document used in planning for the
activities. These documents can be viewed on ttie YiAdvisory Group website at:
http://www.oregon.gov/DHS/ph/ch/mch_advisory.shtirie Child Health Collaborative
included strengths, weakness, opportunities andsnéiscussions to guide planning for priorities
raised in that process that are relevant to tHe Vitpriorities. The OCCYSHN needs assessment
surveys of families and providers assessed greatests of families and their children, and the
providers identified their training support needs gheir perception of families’ greatest

needs. The Office of Family Health Staff prioritime survey and meeting provided initial
assessment of the activities and capacity neeaddress the priority issues.

Formal capacity assessment for the priority issu#tde forthcoming in the early stages of
planning activities for the priority areas. Methéafpes for capacity assessment may vary
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depending on the issue, the stakeholders and psirared the level of existing work in the Title
V Programs.

Assessment Data Sources

Initial Survey

The initial survey was an online survey that wasigleed to reach, as survey respondents, a
broad audience of health care and social serviaesaders and community leaders. This
audience of potential participants included stat lacal public health providers, state and local
providers of other governmental social servicespetbased health centers, child care
providers, and representatives of organizationk asctealth professional organizations, non-
profit organizations, tribal organizations, comniymevelopment/activist organizations, faith
organizations, business and volunteer organizations

Contact information for potential respondents waihgred from lists of current partners as well
as other lists of community organizations. A lioktthe online survey was e-mailed to
approximately 1,200 potential respondents. Thesgoredents were asked to complete the
survey themselves and also to forward the surviytb other potential respondents. Slightly
more than 900 respondents participated.

In the survey, for each MCH population, a broatidispotential unmet needs was provided. For
each potential unmet need, respondents were askatketthe need as a top priority, medium
priority, or lower priority for their community.

Strengths of this survey include the fact thatrtbheber of participants was quite large and the
fact that we were successful both in reaching @aents throughout the state and in including
many participants outside of public health. Onathtion of the survey was a lack of success in
reaching substantial numbers of racial and ethmnonties. Another limitation was that, due to
the sampling method, it is impossible to evaluate hepresentative the sample was.

Focus Groups
Four focus groups were held with WIC participant$éaur different counties with widely

varying geographic and demographic characteristios.major strength of this focus group
method was the role of the groups in directly imired consumers of our services in our needs
assessment. The major limitation is that we wegblento conduct as many such groups as we
would have liked and we were unable to conduct ggan more varied settings. Between now
and the next Title V Needs Assessment, we plasédfacus groups and other methods to better
involve more service users in assessing need apldmming programs.

Advisory Group Meetings

Advisory Group meetings were a crucial part of needs assessment process in both data
collection and prioritization. In the first AdvispGroup meeting, table discussions related to
needs of each population were summarized by ata&ts-at each table. Notes from these
discussions were used extensively in developindishef needs for each population that was
used for the final prioritization tool (a secondine survey).
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The major strength of the Advisory Group was inihgwexternal partners play an integral role in
determining the final priorities to come out of theeds assessment. One main limitation is
inherent in the nature of an advisory group, narttedy such a group must be limited in size, so
some potentially important partners are not inatldéis limitation was balanced by having
much larger numbers participate in the initial gyrvAnother limitation of our Advisory Group
was that we were not as successful as we would lik@gkin involving representatives of racial
and ethnic minority groups and representativegdiuérogroups experiencing need. We plan to
work on solutions to this problem in the coming ri@nand years.

Data Book

Our Assessment and Evaluation Unit pulled togedia¢a for a set of indicators for each MCH
population. The data book was arranged so thauiighe matched the final prioritization tool
that was used in our needs assessment processnatulsing of the data book with the
prioritization tool enabled those using the priaétion tool to easily review indicators related to
each need for each MCH population as they wereipriog the needs.

The data book included data from the following sesr

* American Community Survey
The American Community Survey (ACS) is a surveyduarted by the U.S. Census Bureau
in every county, American Indian and Alaska Na#vrea, and Hawaiian Home Land. The
survey collects and produces population and housflogmation on an annual basis.
http://www.census.gov/acs/www/

* Block Grant
Title V Block Grant indicators are reported by gvstate to the US Department of Health
and Human Services on an annual basis. The datalyimg) the measures and indicators are
drawn from a variety of sources. https://perfdatalgov/mchb/tvisreports/default.aspx

» BRFSS
The Behavioral Risk Factor Surveillance System (BBJis an on-going telephone health
survey system, tracking health conditions and biskaviors. Data are collected monthly in
all 50 states, the District of Columbia, Puertodiithe U.S. Virgin Islands, and Guam.
http://www.cdc.gov/brfss/

* CDC Lead Poisoning
The Centers for Disease Control and Prevention (A2@d Poisoning Prevention Branch
(LPPB) compiles state surveillance data for chitdaige <72 months who were tested for
lead at least once since January 1, 1997. httpw/welc.gov/nceh/lead/data/index.htm

» CHS
The Center for Health Statistics (CHS) is Oregwita records office. Each birth, marriage,
divorce, and death that occurs in Oregon is regidtand filed in CHS.

¢ Common Core of Data
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The Common Core of Data annually collects fiscal aon-fiscal data about all public
schools, public school districts and state edunagencies in the United States.
http://nces.ed.gov/ccd/

* Current Population Survey
The Current Population Survey (CPS) is a monthiyesyiof about 50,000 households
conducted by the Bureau of the Census for the Bunéaabor Statistics. The CPS is the
primary source of information on the labor forcauccteristics of the U.S. population.
http://oregon.gov/DAS/OPB/popsurvey.shtml

* Kindergarten Readiness Survey
Administered to Oregon kindergarten teachers, tinelé¢garten Readiness Survey collects
data on kindergarten children in most Oregon scHaficts.
http://www.ode.state.or.us/search/page/?id=1356

In addition to data from the above sources, thenerdata book provided links to sources of data
on health disparities.

Final Prioritization Tool

The final prioritization tool was an online surv&ynilar to the initial survey. However, there

were two important differences. 1) In the initiahgey, women before pregnancy were included
in the same population group as pregnant women.t®teedback in the needs assessment
process, these two groups were dealt with as sepaoaulations in the final prioritization tool.

2) The rating scales were different in the two sysv In the initial survey, there were only 3
points on the rating scale: top priority, mediunopty, and lower priority. In the final

prioritization tool, an 11-point scale was usedo @0, anchored at both ends and at the mid-
point. Furthermore, in the final prioritization {poespondents were asked to rate each need on 4
different dimensions. The dimensions and anch@&slaown in the table below.

Dimension: Rating Scale
Hew much unmet need 15 5 =Moderate unmet 10 = Extremely large
0 =No unmet need
there? need unmet need
How severe are the
5 = Moderate 10 = Extremely severe

consequences of the unmet 0 =Mo consequences

CONSEUENCES CONSEQUENCES
need?
How interested 15 your
community of organization ) . .
: 7 £ 0 =Mo interest 5 =Moderate interest 10 = Intense interest
in addressing the unmet
need?
Honylared ate SR art s 0 =MNo disparities 5 =Moderate disparities | 10 = Extreme disparities
related to this unmet need? P P P

OCCYSHN Provider Survey and Family Survey (CYSCHN)

The Title V CYSHN program conducted a Family Suraeyg a Provider Survey to assess the
needs of children and youth with special healthdsesnd their families as well as those of
community-based providers who serve this targetifaion.
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The Family Survey included a combination of Likssale, multiple-choice and open-ended
items. The open-ended items allowed families tb@iate on responses to multiple-choice
guestions. These responses enriched and persahsilineey data and expanded understanding
of the unique and diverse experiences, needs,@mkems of families. The combination of
guantitative and qualitative information providethare comprehensive perspective of Oregon
CYSHN and their families.

Similarly, the Provider Survey included a combioatof Likert scale, multiple choice and open-
ended items about their experience and needsveskatiworking with families and their children
and youth with special health needs. Additiondtyg survey solicited their perceptions of the
needs of families with CYSHN.

Both surveys were administered on-line using SuiMewnkey and paper versions when
requested. Spanish versions of the Family Survag &eailable in Survey Monkey and paper.
Participants were recruited using multiple markgstrategies including email and direct mail to
stakeholder groups, distributing information atfesences and meetings, and posting
information on the web. Results were monitored tangeted outreach efforts were made to
counties and stakeholder groups where participatas lacking.

Process for Linking Assessment with Priority Seleabn

The Assessment Leadership Team patrticipated imtbgoretation of survey results and
participated with “subject matter expert” stafi@ading discussions with the Title V Advisory
Group. The MCH Assessment and Evaluation Unit pledidetailed graphs of survey analysis,
showing the frequency of responses for an issuedon population group. The discussions in
Title V Advisory Group meetings regarding priorgjéarriers, and opportunities, were captured
electronically and used as resource informatiothiyleadership Team in conjunction with
prioritization survey results. The MCH Assessmentt Bvaluation Unit created a summary
matrix of all the surveys and meetings that shdwesank of the topic on the scale of priority or
need in the surveys and the frequency the topicseksted as a priority in the stakeholder
processes. Overall, the quality, validity, and poelmensiveness of the assessment surveys,
stakeholder engagement, and evaluation increasecbtifidence of the Title V Leadership
Team that the final priorities for focus by thel@i¥ programs were truly those most important
to families and their communities. The selectedngres are slightly outside the usual maternal
and child health program area, so the LeadershanTis looking forward to working with
community members, families, stakeholders, an@ gtattners to create plans, conduct deeper
assessments and implement recommendations appecfonditle V public health resources.

Dissemination of Findings

The priority goals created by this assessment geowd! drive planning and resource allocation
in the Title V Offices. This five-year needs assesst has created an opportunity to address
problems and disparities affecting the health ecdp populations and the state as whole. The
first year implementation of these goals will bedeed on sharing information, initiating new
partnerships and collaborations, creating stratelgies and action plans, conducting additional
assessment and research, and establishing an grsysitem of surveillance and policy and
program development related to each priority goaha
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Title V Offices in OFH and OCCSYHN plan to disseati® the assessment findings and invite
continuing participation from families, stakeholgleand partners. The results will be developed
into a publication and website for distribution hviitate and local partners, interested policy and
advocacy groups, health and public health professimeetings. Presentations provide an
opportunity to learn from the audience about thedseand opportunities related to each priority
area. These groups include the Oregon Public Héaltisory Board, the Association of Oregon
Public Health Nurses, the Oregon Public Health Asgmn, the Oregon Conference of Local
Health Officials, and the Public Health Divisiondtxtive Leadership Team, as an example.
Presentations or information will be provided taséirg groups and meetings focused on the
health of population groups, such as women’s hea#iHy childhood, adolescent health, and
families of children with special health needs.nBlare in place to prepare abstracts on the
methodologies and selection of priorities for preagon at national meetings such as the
Association of Maternal and Child Health Programd the MCH Epidemiology Conference.

The Title V Assessment findings will provide theslsafor strategic planning around each
priority area in collaboration with interested pets, stakeholders and families in both OFH and
OCCYSHN. Research into the evidence-based or pneghsactices based on the assessment
findings will help to further define the public Hegmarole in addressing broad and difficult social
issues such as family violence, mental health,aafdlictions. This work will drive decisions in

the allocation of resources. Additional assessraedisparities or inequities in access to
available services or lack of appropriate servig#isbe conducted to determine the need for
specific populations and the specifics on redudisgarities through appropriate program and
policies.

Overall Process Strengths and Limitations

The primary strength of this five-year assessmett the increased capacity and leadership
within the Title V programs in the Office of Famiealth and OCCYSHN, especially around
evaluation, assessment and leadership. The lastsasent concentrated on capacity issues and
the outcome was the overwhelming need for evaloatial assessment professionals to be able
to better understand the health issues facing tGélMopulation. This year, the research and
evaluation professionals were able to design thédMSsessment to make sure the priority
recommendations were the result of processes thainty assessed the priority needs, but also
validated those needs, through surveys and engageistakeholders, partners, and
consumers. It became clear that even with thistiaedil internal capacity, more was needed to
fully assess the disparities related to each optiaity issues and to accurately plan resource
allocation; more assessment will be needed aroaridus details surrounding each priority
issue.

The Title V programs took the opportunity to invibput through a large integrated forum. This
served as a strength to place these issues befargea audience not traditionally focused on
CYHSN; it was challenging to explore and examiree¢bmplex array of issues not always
readily accessible for consideration by communéstieers and professionals who may not work
directly with CYSHN.

The CYSHN family and provider surveys augmentedrimiation regarding complex needs.

Oregon Five-Year MCH Needs Assessment and Goals
Revision September 15, 2010
11



The family survey included families with childrendayouth with diverse medical, behavioral,
social, and emotional special health needs frommf3Dregon’s 36 counties. The remaining Six
counties not captured in the survey were predomipatiral-frontier counties with smaller
populations. Community-based efforts are underwagxplore the needs of CYSHN in these
areas. In addition, compared to the 2005-2006 NatiBurvey of CSHCN, the family survey
likely oversampled CYSHN with autism.

The primary limitation of the provider survey wa fpotential bias of the convenience sample.
It is unknown the degree to which the sample ofesyrespondents represents the CYSHN
provider population. The survey was a prelimindtgrapt to assess the needs and practices of
providers and their challenges.

For example, the priorities that consistently rusthe top of each step of the process were areas
that MCH and public health do not conventionallynémister programs — mental health, family
violence, and alcohol and drug abuse. Other ageitigne state are lead administrators and are
funded to provide interventions and services faspres with these issues. The challenge is to
find the role of Title V in helping to alleviateqislems or fulfill the needs associated with these
issues through the public health perspective aniddd resources. In other words, the
assessment and priority setting has created aedigallto the programs in engaging stakeholders,
engaging new and existing partners, and leverabjittg V resources and funding to implement

a role that addresses the MCH population healtboms associated with these issues.

These priorities reflect more of a social determtaaf health framework. They also reflect the
significant economic challenges that have plaguezh@n over the last decade. Increasing stress
is on families with high unemployment and the sglosait shortages in basic needs and
reliability on public services. The dismantlingtbé mental health system to a community model
has inadequate resources. The mental health fumngltaggeted for chronic and high end use.
The opportunity for public health is to focus ineses on prevention as there is not funding
focused at that end.

2. Partnership Building and Collaboration Efforts

Methods to Build and Enhance Partnerships

Partnerships with state and local agencies andamugyare well established in both Title V
Programs. Shared planning occurs frequently withllMCH partners through the Conference
of Local Health Officials (CLHO), a statutory grooplocal health authorities to advise and
collaborate with the state public health authostyd the MCH Committee of that group, called
MCH-CLHO. This group meets monthly around many sdassues and concerns about
programs and policies related to MCH serviceseTwlsolicited their input and advice on the
Title V Assessment framework, goals, and procebs group helped to gather names for
participating in the first on-line survey and iretfitle V Advisory Group. They also were major
participants in the Child Health Collaborative plarg process as well as the Perinatal process in
2008.
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The Title V Offices consulted with several statel &ocal agencies to recruit participants in the
Title V Advisory Group that would be new to a staitge participatory assessment process and
to share any research or information. These indulde Office of Multicultural Health, Primary
Care Office, and Oregon Health Authority agenareaddition to Public Health Division where
the Title V programs are located — Division of MeadiAssistance Programs, Addictions and
Mental Health Division Programs. Public health peogs consulted included the policy staff
from the Reproductive and Women'’s Health Sectiahplascent Health Section and
Coordinated School Health program, Injury Prevantad SafeKids program, MCH Section,
which has policy staff covering the perinatal thgbwyoung childhood populations, WIC, and
Immunization Section.

In addition, state and local organizations speglificrelated to CYSHN, including leaders and
clinicians from the Child Development and Rehadiidn Center, family groups focused on
meeting the needs of families with CYSHN, familpgps from diverse communities, and key
Title V CYSHN staff from the CaCoon program, Comntyi€onnections program, and Family
Involvement program were all consulted throughbetgrocess on identifying priority needs for
CYSHN.

Other Public Health programs, such as Chronic Bsg@ommunicable Disease, and
Environmental Health participated in the on-linevey and participated in the Title V Advisory
Group meetings.

Stakeholder Involvement

The Title V Advisory Group was the primary souroe $takeholder involvement for the purpose
of identifying priority health issues facing Oregaraternal and child health populations. The
Advisory Group was recruited using formal and infat networks with the Title V offices and
the MCH-CLHO Committee. The full roster can be fdun Appendix B — Title V Advisory
Roster.

Figure 2
. - @
Title V Advisory Group m
Process and Outcomes
We are here
Current Learn Themes & Meeting 1
Information & share issues Dec. 9
Data & research Weai(g_h st Priority Meeting 2
Issues |Ssues Jan. 27
Interventions Recommend Five-year goals Meeting 3
& strategies outcomes & outcomes March 2
We want to be here
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The Advisory Group was oriented with reviews of Thie V laws and how Oregon uses the
Block Grant resources. Three meetings and procegsesplanned to make sure that the
participants had a chance to air their concernsdeds early in the process and learn from each
other. The first meeting included reviewing theutessof the on-line survey and discussing the
leading issues from that survey and discussing titegt saw as priorities. The second meeting
conducted as a webinar included presentation eéotidata and instructions for the
“Prioritization Tool” for the Advisory Group to ude rate the issue areas for each population
group using four different scales:

How much unmet need is there?

How severe are the consequences of the unmet need?

How interested is your community or organizatiomddressing the unmet need?
How large are disparities related to this unmetaee

The third engagement of the Advisory Group wasnalize their recommendations for priority
issues for the state Title V to focus on. Resulthe prioritization survey and table discussions
for each population group resulted in the recomragads for priorities and a brainstorm of
capacity needs, opportunities, and potential pestfue each area.

The Title V Offices held an additional step in peelawvith the Advisory Group process and
helped to validate and clarify the potential rol@le V and public health programs in
addressing the issues recommended by the AdvisaypsThe same Prioritization Tool was
sent to every OFH staff person and several OCCY StdN for completion and subject experts
within Title V were invited to a meeting to discumsd make recommendations about the
priorities that came out of the internal rankingsis internal process engaged staff who will be
responsible to carry forth planning, activitiesgddsadership for the issues and provided a forum
to discuss frankly the concerns and ideas aboatesfies to address those issues. Staff
recommendations combined with the Title V Advis@roup recommendations were compiled
for decisions about the priorities by the Title ¥ddership group.

The Title V Advisory Group Agendas, presentatiadeta, and other information can be found at
http://www.oregon.gov/DHS/ph/ch/mch_advisory.shtrAh evaluation of the Title V Advisory
Group process showed overall satisfaction in legrabout the topics and providing input and
expertise towards selection of the priorities. émsal opinion was that groups experiencing
most disparities were underrepresented.

OCCYSHN participated in all the Advisory Group miegs and key stakeholders particularly
interested in that population attended these mgetas well. The Family and Provider Surveys
were developed in conjunction with multiple stakieleo groups including family members of
CYSHN and the input of lead medical specialistthhamdevelopment of the provider survey. The
priorities recommended by the Title V Advisory Gpowere shared with OCCYSHN staff and
leadership to develop priorities and select peréoroe measures.
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3. Strengths and Needs of the Maternal and Child Heatt Population Groups and Desired
Outcomes

The discussion of the strengths and needs of Ore@§d@H populations is based on the data and
indicators assembled below to support the leadisgeas identified through the data collection
process. For each population grouping, a briebligtopulation issues precedes the
corresponding data for those issues, and followed table of the rankings of those items
through the various methods of data collection matitization. An explanation of resources for
the following data can be found in Appendix 3 amel data book for these data can be found on
the MCH Advisory Grougttp://www.oregon.gov/DHS/ph/ch/mch_advisory.shtml

Overall Health Status of MCH Populations

Women Before and Between Pregnancies
For the population of women before pregnancy andden pregnancies, the following unmet
needs emerged for final prioritization in our neadsessment process:
* Drug and alcohol abuse, including accessibilitg@ivices
* Mental health, including accessibility of services
» Healthy eating practices (including use of mulawiins), food security, physical activity,
healthy weight / obesity prevention, preventiordiaibetes and gestational diabetes
* Accessibility and quality of preconception healénec
» Birth timing and birth spacing, including acceskipiof reproductive health services and
pregnancy prevention among teens
* Oral health, including accessibility of services
» Screening for increased genetic risk and genetiogeling prior to pregnancy
» Family violence, including intimate partner violenand child abuse
» Smoking prevention and cessation
» Prevention of sexually transmitted disease

An overview of information is discussed below relyag the leading unmet needs for women
before and between pregnancies.

Drug/Alcohol Abuse

Solid data on drug and alcohol use and abusesmthpulation is not readily available.
However, the PRAMS survey does ask about any ala®in the 3 months before pregnancy,
and this data indicates that more than half ofabeen in Oregon (51.7%) and in the US
(53.2%) used alcohol in the 3 months before theatye pregnant. This fact coupled with the
fact that well over a third of pregnancies in 20@3te unintended (Oregon, 39.5%; US, 39.8%)
puts fetuses at risk for alcohol exposure.

Mental Health

The Behavioral Risk Factor Surveillance System (BRJprovides some self-report data on
women’s mental health. In 2007, nearly 10% of Oreggomen reported that their mental health
was not good for 15 or more days of the past 3@,dayd 38% reported that their mental health
was not good for at least one day of the past $6.dedditionally, 5% of Oregon women
reported symptoms consistent with a major depresswsode.
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Access to mental health services is another impbigaue in Oregon. In 2007, 14.0% of Oregon
women reported not having any form of health caneecage, compared with 12.4% of women
nationwide who were without coverage.

Family Violence

In 2007, 16.3% of Oregon women reported that atesbme during their life someone had had
sex with them against their will or without theonsent, and 14.1% reported having had injuries
as a result of being hit, slapped, punched, shduekied, or otherwise physically hurt by an
intimate partner (BRFSS).

Oral Health

Access to dental care is a problem in Oregon. 06281.6% of women reported not having any
type of dental care coverage (BRFSS). Twenty-gightent (27.8%) of women reported no
dental visit in the previous year, and 32.6% of veameported not having a teeth cleaning in the
previous year (BRFSS, 2006). Nearly 9 percent (3. 8awomen describe the health of their
teeth and gums as being poor or very poor (BRF8@%)2

Smoking

In 2007, according to the BRFSS survey, the smotatg of Oregon women (14.8%) was less
than that of US women (18.4%). However, accordinthe PRAMS survey in 2007, 21.2% of
the mothers surveyed had smoked one or more digam@t an average day in the 3 months
before they became pregnant. Although this is #iidhass than the comparable US rate (22.9%),
the fact that more than one in five women was swsokest prior to their pregnancy shows a
public health need in this area. This need is &rrtompounded by evidence that there is much
room for improvement in screening and educatiohdsith care providers. According to the
BRFSS survey (2007), among women who were currankers, for 38.3% a health care
professional did not advise them to quit duringrthesst visit, and 65.7% were not offered
recommendations or assistance on how to quit.

The following table shows the needs that were rdrataong the top 4 in any of the surveys or
were chosen by an advisory group as a priority.
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Initial Title V Title V Needs Title V Needs (':\::ialf:le:-ln::li
Women before and between Needs As,sessment OFH Staff Survey As,sessment Leadership
) Assessment Advisory Group (March 2010) Advisory Group Retreat
pregnancies Survey Survey arc Final Meeting N e reab
(Summer2009) | (February 2010) (March 2010) "2‘;2’;') er

Rank order of item on scale of pri

ority or need

(1 is top priority or most need)

Check indicate!
selected by the

s the item was
group as a top

priority

Drug/alcohol abuse / fetal

exposure to alcohol and other 1.5 4 4

drugs

Mental health, including

accessibility of services / perinatal o 1 2 v v
depression

Family vi?Ience, includir'Ig intimate 15 2 1 ‘/

partner violence and child abuse

Oral health 3 3 v

Smoking before and during a

pregnancy

** This item was not included in the Initial Survey for Women Before and During Pregnancy

Pregnant Women
For the population of pregnant women, the follomimgmet needs emerged for final
prioritization in our needs assessment process:

Healthy eating practices (including use of preneitaimin/mineral supplements), food
security, physical activity, healthy weight / oliggrevention, prevention of diabetes and
gestational diabetes

Drug and alcohol abuse, including accessibilitg@ivices and prevention of Fetal
Alcohol Syndrome

Mental health, including accessibility of servicasd screening / treatment for maternal
depression

Smoking prevention and cessation

Oral health, including accessibility of services

Family violence, including intimate partner violenand child abuse

Pre-term births, low birth weight, infant mortality

Breastfeeding promotion and education

Early and adequate prenatal care, including culjucampetent, accessible care and
eligibility for OHP

An overview of information is discussed below refyag the leading unmet needs for pregnant
women.

Drug/Alcohol Use/Abuse

Nearly 9 percent (8.7%) of Oregon mothers repoctetsuming some alcoholic drinks during
the last 3 months of their pregnancy, compared3éoationwide (PRAMS, 2007). Over 1
percent (1.6%) reported receiving help with an latd@r drug problem during their pregnancy
(PRAMS, 2007). Although most mothers (88.7%) wesleed during a prenatal visit if they were
drinking alcoholic beverages, a substantial pesgan{29.3%) failed to receive education about
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how drinking alcohol could affect their baby, andeaven greater percentage (38.4%) failed to
receive education about how using illegal drugddatfect their baby (PRAMS, 2007).

Mental Health

PRAMS data from 2007 show that 10.5% of mothersnteq often or always feeling down,
depressed, or hopeless while they were pregnamhtl @u6% reported often or always feeling
little interest or pleasure in doing things whitey were pregnant.

Family Violence

PRAMS data provides some information about domestience during pregnancy. In 2007,
2.9% of Oregon new mothers indicated that they pésesically hurt by their husband or partner
during pregnancy. This compares with 2.6% natign#il the same year, 1.5% of Oregon new
mothers reported that they received help to rediatence in their homes during their
pregnancy.

Although these percentages are not huge, they epagsent under-reporting. In addition, the
potential is very serious for life-threatening haam well as continued stress and danger for the
woman and other family members. After birth, thddih safety may be in jeopardy, and the risk
of serious negative psychological effects exists.

At present, there is much room for improvemenhmm ltealth care system'’s response to this
need. Forty-three percent (42.9%) of new motheasrted that no one talked to them during any
of their prenatal care visits about physical aliossomen by their husbands or partners
(PRAMS, 2007).

Oral Health

PRAMS data indicate that about half of Oregon paegrvomen do not receive adequate oral
health care during their pregnancies. In 2007,%102 new mothers reported not going to a
dentist or dental clinic during pregnancy, 49.2% hat had their teeth cleaned by a dentist or
dental hygienist for 12 months or more, and 51.%% mot had a dental or other health care
worker talk with them about how to care for theketh and gums during pregnancy.

Prenatal Care

In 2007, Oregon’s birth certificate data indicatedt a sizable percentage (21.6%) of births
occurred to women whose prenatal care did not beagime first trimester. Although in
responses to the PRAMS survey, only 10.1% of nethers indicated that their prenatal care
did not start until 13 weeks or more into theirgorancy, 20.0% indicated that they did not
receive prenatal care as early in their pregnasdihey wanted.

One problem identified by the needs assessmemaigtiere can be lag time in uninsured
pregnant women becoming enrolled in the OregontAédan (Medicaid), which could lead to
delays in care. Twenty-nine percent (28.7%) of mesthers report using personal income to pay
for some of their prenatal care (PRAMS, 2007).

Smoking
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According to PRAMS data in 2007, more than onehtéh0.4%) of Oregon’s new mothers
reported smoking during their last three monthgrefjnancy. Although this is lower than the
comparable US rate (13.7%), given the potentiahyosis health consequences, it is a troubling
issue. On the positive side, however, 64.6% of sngpkvomen quit smoking during pregnancy
and did not begin smoking postpartum.

Pre-term Births, Low Birth Weight, Infant Mortality
In 2006, the percentage of Oregon’s live singldiths with a gestation period less than 37
weeks was 6.2%.

In 2008, Oregon’s percent of births that were losthbweight (less than 2500 grams) was 6.0%.
This is one of the lowest percentages among thetdifs. Nonetheless, there is room for
improvement in reducing the percentage furtheriargiminating disparities (Medicaid births:
6.5%; Non-Medicaid: 5.7%).

In 2005, Oregon’s infant death rate per 1000 livthb was 5.9. Although this not a high rate
compared with other states, as with low birth weigirere is room for further decreasing the rate
and for eliminating disparities.

The following table shows the needs that were rdréteong the top 4 in any of the surveys or
were chosen by an advisory group as a priority.

Maternal &

Initial Title V Title V Needs Title V Needs -
Child Health
Needs Assessment Assessment B
N OFH Staff Survey N Leadership
Pregnant women Assessment Advisory Group Advisory Group
(March 2010) . . Retreat
Survey Survey Final Meeting (oEna
(Summer 2009) (February 2010) (March 2010)
2007)
Check indicates the it
Rank order of item on scale of priority or need eckindicates the ftem was
(1 is top priority or most need) selected by the group as a top
PP Y priority
Drug/alcohol abuse / fetal
exposure to alcohol and other 1.5 3 2 \/
drugs
Mental health, including
accessibility of services / perinatal X3 1 3 v v
depression
Family violence, including intimate
v & 15 2 1

partner violence and child abuse

Oral health

Early and adequate prenatal care
during pregnancy

Smoking before and during
pregnancy

Pre-term births, low birth weight,
infant mortality

** This item was not included in the Initial Survey for Women Before and During Pregnancy

Mothers and infants
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For the population of mothers and infants, theolelhg unmet needs emerged for final
prioritization in our needs assessment process:
» Health care for infants, including accessibilitypsfmary care and specialty services
* Broad community supports for families, especialbyvrmothers, including quality infant
care
* Infants' health, development, safety, and sociatt@mnal health: Parents' resources and
behaviors (including parenting education and oslugaport services)
» Early childhood cavities prevention, including pareducation regarding oral health
» Parents' drug and alcohol abuse, including acaéssif services
» Early screening (health, sensory, developmentalaBemotional), referrals, and
interventions for infants, including accessibiligd coordination of services
» Parents' mental health, including accessibilitgerfvices, and screening / treatment for
maternal depression
* Family violence, including intimate partner violenand child abuse
* Promotion and support of breastfeeding; infantitiatr, including feeding relationship
and introduction of solid foods; and family fooctsgty
» Fathers' family involvement

An overview of information is discussed below retyag the leading unmet needs for mothers
and infants.

Family Violence

As mentioned above, family violence, including mméite partner violence and child abuse, was
rated as a top priority need for several MCH pojpaites in Oregon. Although valid and reliable
crime statistics are not readily available, we dwehseveral measures available from PRAMS-2
(2006). While only 0.6% of mothers of 2-year-oldparted anyone having sex with them
against their will in the past 12 months, 3.5% régaban intimate partner pushed, hit, slapped,
kicked, choked or physically hurt them some othaywrurthermore, 13.8% reported that they
received help with a family violence problem in fieest 12 months.

These data corroborate the concerns indicatedriswueys and advisory group meetings.
Especially in view of the life-threatening potehtansequences of violence, and the life course
consequences for children who observe or are victihviolence, the fact that domestic violence
is not a rare event reinforces the need for action.

Parents’ Mental Health

Our PRAMS-2 data (2006) strongly support the emergef parents’ mental health as a priority
need. Fully one quarter of mothers of 2-year-olgwrted that during the 12 months after their
child’s birth, they had a period of 2 or more weekkgen almost every day they felt sad, blue or
depressed for most of the day.

Parents’ Drug and Alcohol Abuse

Our PRAMS-2 data (2006) show that while 3.7% ofmeo$ of 2-year-olds drink 7 or more
alcoholic drinks in an average week, more thandquagter of mothers of 2-year-olds had at least
one occasion of binge drinking (4 or more alcohdthioks in one sitting) in the past 12 months.
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Furthermore, less than 25% of mothers of 2-yeas-cégort that a health care worker talked with
them about how drinking alcohol can affect them.

Parents’ Resources and Behaviors for Supportindtiie@hild Development

Although many factors could contribute to infanatterates from injury, those death rates could
be considered an indicator of parental effectiveriekeeping their child safe. Oregon’s infant
death rates from unintentional injuries and froman@ehicle crashes in 2006 were both below
the US rates. Nonetheless, unintentional injunysisally the 8 leading cause of infant mortality,
so preventive efforts could bring substantial besef

Another indicator of parental resources and behavgochild abuse. In 2007, Oregon’s rate of
abuse/neglect for children ages 0 to 17 years Wasder 1000 compared with a US rate of 10.6
per 1000.

The National Survey of Children’s Health has seMer@asures that more directly assess parents’
child-rearing behaviors. In 2007, these indicateese quite similar for Oregon and the US.

Some of these indicators show substantial roonmiprovement for both Oregon and US
parents. For example, among families with a TVidew player, the percent of children under 1
year of age who watched TV or videos on an avenagkday was 46% for Oregon and 42% for
the US. The percent of children under 1 year ofwalge were not read to by their
parent/caregiver or other family member duringghst week was 20% for Oregon and 21% for
the US.

Early Childhood Cavities Prevention

Most Oregonians (72.6%) reside in areas wheredheyot using optimally fluoridated water
from public water systems. Therefore it is espéc@itical for parents to be educated about
other means to prevent early childhood cavitiesvéier, the PRAMS survey (2007) shows that
67% of new mothers were not spoken with by a healtke provider about how to prevent their
baby from getting tooth decay. In addition, 78%udthers of 2-year-olds report that their 2-
year-old has never been to a dentist (PRAMS-2, 007

The following table shows the needs that were rdréteong the top 4 in any of the surveys or
were chosen by an advisory group as a priority.
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Maternal &

Initial Title V Title V Needs Title V Needs .
Needs Assessment Assessment Child Health
Mothers and infants | OFH Staff Survey | Leadership
Assessment Advisory Group Advisory Group
(March 2010) . . Retreat
Survey Survey Final Meeting (November
(Summer 2009) (February 2010) (March 2010) 2007)

Check indicates the item was
selected by the group as a top
priority

Rank order of item on scale of priority or need
(1 is top priority or most need)

Family violence, including intimate
partner violence and child abuse

Parents' mental health, including
accessibility of services, and screening 4 1 3 v v
| treatment for maternal depression

Parents' drug and alcohol abuse,
including accessibility of services

Skills and resources of parents in
nurturing their infant's health,

development, safety, and social- 2 2.5 v
emotional health (including parenting
education and other support services

Early childhood cavities prevention,
including parent education regarding 4
oral health / preventive oral health

Children Ages 1 to 9 years
For the population of children ages 1 to 9 yedns following unmet needs emerged for final
prioritization in our needs assessment process:
» Child care, including quality and accessibility
» Children's social/emotional health, including acteitity of services, and skills /
resources of child care providers / schools
» Screening (health, sensory, developmental, somalienal), referrals, and interventions
for young children, including accessibility and odioation of services
* Promoting positive development in all young chitdre child care, schools, and
community settings
» School readiness / success in school (and itsoedtip with health)
* Young children's health, development, safety, ammib$-emotional health: Parents'
resources and behaviors (including parenting eductand other support services)
* Preventing and addressing overweight and obesigumg children, including nutrition,
food security, physical activity, and screen time
» Oral health, including accessibility of servicddow much unmet need is there?
* Family violence, including intimate partner violenand child abuse
» Resources for the family as a whole, including éash grandparents, older siblings, etc.

An overview of information is discussed below refyag the leading unmet needs for children
ages 1 through 9 years.

Skills and Resources of Parents
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Quite a few measures of parents’ skills and ressunt supporting and nurturing their young
children’s development are available, but thesesues are frequently somewhat indirect, so it
is difficult to paint a comprehensive picture faes! needs. Oregon’s indicators are similar to
those for the US as a whole, with small percentégeder 10%) of indicating such behaviors as
no rules about what television programs childreesagto 9 are allowed to watch (Oregon 8.3%,
US 5.9%) or children ages 6 to 9 years took catberhselves or stayed alone during the past
week (Oregon 4.5%, US 4.1).

Although small percentages of parents of childrgesal to 9 years report fair or poor mental
health, it is known that these parental issuesheare profound effects on children and families
(Fathers with fair or poor mental health: OregaB?%8;, US, 4.6%. Mothers with fair or poor
mental health: Oregon, 6.1%, US, 7.0%. National/&uof Children’s Health, 2007).

According to the National Survey of Children’s HealOregon parents are somewhat less likely
than parents nationwide to report that they havemeoto turn to for day-to-day emotional help
with parenthood (Oregon, 7.4%; US, 11.4%). Resarkksmixed for in their neighborhood,
people help each other out (Oregon, 4.9% disa@®e5.5% disagree), and in their
neighborhood, people watch out for each other’klodm (Oregon, 7.1% disagree, US, 5.3%
disagree).

Family Violence
Among Oregon’s children ages 0 to 17 years, theaavictims of abuse or neglect is 13.4 per
1000 compared with 10.6 per 1000 nationwide.

Promotion of Positive Development in Community Bejs

A few indicators of community opportunities for yaychildren are available from the National
Survey of Children’s Health. For these indicatore@n fares slightly better than the US as a
whole. Nonetheless, in 2007, nearly 30% to 50% refgon’s children either lived in
neighborhoods without some kinds of community suspor did not participate in clubs or
sports teams. Twenty-eight percent (28.3%) of chricages 1 to 9 years live in a neighborhood
without a recreation center, community center grsbor girls’ club. Forty-seven percent
(47.4%) of children ages 6 to 9 years did not pgdite in a club or organization in the past 12
months, and 39.5% did not participate on a spedmtor take sports lessons in the past 12
months.

Overweight and Obesity

Oregon’s childhood rates of overweight and obesigyalarming, as they are nationwide. For
children ages 2 to 5 years who are enrolled in V@f2gon’s rates of obesity are very similar to
those for the country as a whole (Oregon: 14.7%;143%%) according to an MMWR report
(July 24, 2009 / 58(28);769-773).

Many factors contribute to this problem and therample data to show where improvements
can be made. Just a few examples from Oregon’s PRA&Murvey are:
» 35.9% of mothers report that their 2-year-old conssi soda pop or other sugar
sweetened beverages in a typical week
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* 67.9% of mothers report that their 2-year-old cones french fries at least once in a
typical week

» 82.2% of mothers report that their 2-year-old watctelevision or videos on an average
day

Although individual behaviors obviously are impartaattention is also turning toward
environmental contributors such as food insecungyghborhoods without easy access to fresh
fruit and vegetables, and neighborhoods withousjaay activity resources. According to the
USDA, based on the Current Population Survey Faanifty Supplement, in 2007 12.4% of
Oregon’s households found it difficult to get adatgufood for the household, compared with the
US rate of 11.0%. According to the CDC State Indic&eport on Fruits and Veggies, 2009,
21.5% of Oregon’s census tracts did not have heg#&dibd retailers within one half mile of their
boundaries, compared with 22.0% for the US. ThedaNat Survey of Children’s Health

indicates that Oregon’s children ages birth to & yeare somewhat less likely than US children
as a whole to live in neighborhoods without infrasture that supports physical activity (Percent
without sidewalks or paths: Oregon, 20.6%; US 25.B#&cent without parks or playground
areas: Oregon, 13.9%; US, 17.2%. Percent withoet@@ation center, community center, or
boys’ or girls’ club: Oregon, 29.7%; US 34.7%).

Oral Health

As discussed earlier, Oregon has many problemsi@ads related to oral health, including lack
of water fluoridation, and lack of early oral héadtare by dental health care professionals. By
the time children reach grades 1 to 3, 63.7% haweadl caries experience, 19.5% have rampant
tooth decay (7 or more dental caries), and 4.1% negent dental care (Oregon Smile Survey,
2007).

Child Care

The Oregon Population Survey provides some indinatthat child care accessibility and quality
are problems for the parents of sizable percentafyelsildren. In 2008, the parents of 46% of
children 0 to 12 years old reported that theirdhichild care arrangement was not just what the
child needed. Parents of 47% reported that théld care caregiver was not always open to new
information, 56% of children do not always get adbindividual attention in child care, and

19% of children do not always feel safe and sesutkeir child care setting.

School Readiness

According to Oregon’s Kindergarten Readiness Suyrvef2008, from 27% to 38% of children
entering Oregon kindergartens did not meet theraitfor various aspects of kindergarten
readiness (approaches to learning: 30.4%; coghi@meral knowledge: 36.5%; communication,
literacy and language development: 38.1%; phys$iealth, well-being and motor development:
26.5%).

Unintentional Injuries

The National Survey of Children’s Health for 20@dicates that 10.9% of Oregon children ages
1 to 5 years had an injury that required medidaindion in the past 12 months, compared with
11.8% of children of the same age nationwide. TBE®Veb-based Injury Statistics Query and

Oregon Five-Year MCH Needs Assessment and Goals
Revision September 15, 2010
24



Reporting System (WISQARS) shows the Oregon desghper 100,000 unintentional injuries
among children ages 1 to 9 years to be 8.2, cordpaita 7.4 for the US.

The following table shows the needs that were rdréteong the top 4 in any of the surveys or
were chosen by an advisory group as a priority.

(1is top priority or most

need)

selected by the

. Title V Needs Title V Needs
Initial Title V Assessment Assessment
Children ages 1 to 9 years Needs Advisory OFH Staff Advisory Child Health
Assessment G s Survey G Final Collaborative
Survey roup survey (March 2010) rou|.J ina (March 2010)
(Summer 2009) (February Meeting
2010) (March 2010)
Check indicates the it
Rank order of item on scale of priority or need eciancicates the ftem was

group as a top

priority

Skills and resources of parents in
nurturing their child's health,
development, safety, and social-
emotional health (including
parenting education and other
support services)

15

v

Family violence, including intimate
partner violence and child abuse

1.5

1.5

1.5

Promote positive development
among all young children, including
physical and social-emotional
health, in child care, schools, and
community settings

3.5

Overweight and obesity (including
nutrition, food security, physical
activity, and screen time)

3.5

1.5

15

Oral health, including accessibility
of services fpreventive oral health

Child care, including quality and
accessibility

4.5

School readiness / success in school
(and its relationship with health)

4.5

Unintentional injuries

Older Children and Adolescents Ages 10-24
For the population of children and adolescents a@e® 24 years, the following unmet needs

emerged for final prioritization in our needs assesnt process:

Preventing and addressing overweight and obesidier children and adolescents,
including nutrition, food security, physical actyjiand screen time
Family violence, including intimate partner violenand child abuse

Preventing and addressing harassment and bullying

Prevention of unintentional injuries
Community resources and activities for youth
Broad prevention and promotion of general well-gesnd engaging adolescents in their

own health
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* Youth sexual health and education, accessibiligepfoductive health services, and
preventing and addressing teen pregnancy

* Success in school / educational achievement (arréldtionship with health)

* Mental health, including accessibility of servigewl suicide screening and prevention

» Oral health, including accessibility of care, moirtjury prevention, and prevention of
tobacco and substance use

» Access to preventive physical and mental healtices

An overview of information is discussed below retyag the leading unmet needs for children
and adolescents ages 10 through 24 years.

Teen Pregnancy
The rate of births per 1000 teenagers ages 15 y@drs was 17.5 in 2008. This puts Oregon’s
rank among the states on this measure close toitie.

Alcohol and Substance Use and Abuse

Oregon’s Healthy Teens Survey (Youth BehaviorakRactor Survey) indicated that in 2007,
27.3% of 11th graders consumed 5 or more alcolloilinks, consecutively and within a couple
of hours, during the past month. The comparablegmage for the US was 29.9%. As with
alcohol, for several other types of substances]iflggrader use rate in Oregon was slightly less
than the US rate (Ever smoked a whole cigaretteg@r 32.7%, US 41.3%; Ever used
marijuana: Oregon 18.6%, US 21.4%; Ever used cec@negon 6.8%, US 7.7%; Ever used
methamphetamines: Oregon 4.4%, US 5.4%; Ever useaids without a prescription: Oregon
2.7%, US 3.1%). However, for some substances aageumeasures, Oregon’s rates are slightly
above the US rates (Use of tobacco, snuff, or tlipast once in the past month: Oregon 8.3%,
US 7.6%; Used cocaine in the past 30 days: Oredi?%,3JS 2.9%; Ever used ecstasy: Oregon
6.4%, US 5.6%; Ever used heroin: Oregon 3.1%, B%o}.

These data should be interpreted with caution.eefices between US and Oregon rates may
not be statistically significant. Furthermore, whetamining multiple measures, as with alcohol
and substance use, it is to be expected that sagngriror would contribute to some Oregon rates
falling above the US rate and other Oregon ratéiadebelow the US rate. Perhaps the most
important finding is that substantial percentagfes18' graders use tobacco, alcohol, and
marijuana. Although smaller percentages use drugs as cocaine and heroin, the potential
dangers of these drugs add to the importance girthidem.

Youth Sexual Health and Education

In 2007, 45.1% of Oregon Tigraders reported ever having had sexual interepamsmpared
with 55.5% nationwide (Oregon Healthy Teens Suiéguth Behavioral Risk Factor Survey).
Substantial percentages of these sexually acterestengage in risky behavior. For example,
21.9% of Oregon sexually active"lgraders reported drinking alcohol or using drugfete
their most recent act of sexual behavior (comparbl3 rate: 21.1%), 39.0% reported that a
condom was not used by either partner in their mexstnt sexual intercourse (comparable US
rate: 34.8%), and 19.0% reported that they usem@ibod to prevent pregnancy, used
withdrawal, or were not sure if they used birthtcoh(comparable US rate: 22.7%).
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Family Violence

In the 2007 Oregon Healthy Teen Survey (Oregon’sti¥d&isk Behavior Surveillance System),
6.2% of 11" graders reported having been physically forceustee sexual intercourse, and 6.4%
reported ever experiencing intimate partner vioderithese numbers compare with the US
numbers of 8.5% for physically forced to have séiuarcourse and 10.6% for intimate partner
violence.

Mental Health

In 2008, Oregon’s suicide death rate (per 100,@6d@)ng youth ages 15 through 19 years was
10.1. This rate was somewhat over the mid-poitlhérank order of states for the measure.
Other self-reported measures that come from thg@rélealthy Teens Survey / Youth
Behavioral Risk Factor Survey show Oregon to bg ganilar to the US as a whole (Percent of
11" graders who have seriously considered suicidedrptevious 12 months: Oregon 13.7%,
US 13.5%; Percent of fMgraders who have attempted suicide in the previ@usionths:

Oregon 6.2%, US 5.8%; Percent of"graders who attempted suicide in the previous @aths
and were treated by a doctor or nurse for injugys@ning, or overdose: Oregon 2.0%, US
1.6%).

The National Survey of Children’s Health providesn® parent-reported indicators of child
mental health. The table below shows these indisdtmken down into 2 age groups, as we
used them in our needs assessment.

Ages 10 to 14 years Ages 15 to 17 years
Oregon US Oregon UuS
Percent of children who, during the past 20.4% 21 7% 21 70 20.6%
month, argued too much
Percent of children who,. durllng the past 26.1% 19.4% 20.0% 20.0%
month, felt worthless or inferior
Percent of children who, during the_past 10.7% 10.2% 10.8% 10.4%
month, were stubborn, sullen, or irritable
Percent of children who, during the past
month, were withdrawn, and did not get| 16.3% 12.2% 12.5% 14.5%
involved with others

On these indicators, Oregon and the US are geperaty similar, with the possible exception of
feelings of worthlessness or inferiority and bemithdrawn or not getting involved with others,
both for the age group of 10 to 14 years. Nonefiselthe facts that according to parent report,
from 10% to 25% of children exhibit these indicasof mental health issues; and according to
self-report, nearly 14% report seriously considecide, show that substantial numbers of youth
have needs related to mental health.

Access to Preventive Physical and Mental HealtiEes

In 2007, Oregon had larger percentages than thadi#Bwhole of children ages 10 to 17 who
had no preventive health care visits in the pasntbths (National Survey of Children’s Health:
Ages 10 — 14 years: Oregon 28.4%, US 16.4%; AgeslIbyears: Oregon 24.5%, US 15.7%).
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This is a key need because preventive visits cdalchuch to deal with the other health issues
that have emerged in this needs assessment.

One barrier to access is the need for interpretetces and failure to receive them. Results of
the National Survey of Children’s Health (2007) whtat among homes where English is not
the language spoken, greater percentages of pame@tegon report a need for an interpreter to
speak with doctors or other health care providand, larger or similar percentages of those who
needed an interpreter never received one (Ageslyears in homes where English is not the
language spoken: Parents needed and interpretego®®6.6%, US 29.7%; Needed an
interpreter but did not receive one: Oregon, 6.0%,2.3%. Ages 15 — 17 years in homes where
English is not the language spoken: Parents neslgthterpreter: Oregon 51.4%, US 15.5%;
Needed an interpreter but did not receive one: @refj1.2%, US 12.0%.).

Results of the National Survey of Children’s HegRB07) also reflect problems with referrals
and care coordination for this age group. Among@mpigr of children who needed a referral to see
a doctor or receive services in the past 12 mougtiester percentages of Oregon parents than
parents in the US as a whole reported having taiglem getting a referral (Ages 14 — 17
years: Oregon 14.5%, US 8.6%; Ages 15 — 17 yeaey@d, 7.6%, US 4.8%). Among parents
of children who used 2 or more services and whicliely could have used extra help arranging
or coordinating care, Oregon parents were moréylilkereport they never got as much help as
they wanted (Ages 14 — 17 years: Oregon 49.4%, 2)9/8;, Ages 15 — 17 years: Oregon,
44.0%, US 34.8%).

Overweight and Obesity

According to the National Survey of Children’s Hbakhe percentage of Oregon children ages
10 to 17 years who are overweight or obese is 24v8%reas it is 31.7% for the US as a whole.
Although Oregon’s performance is substantially éretthan the US on this measure, it is
obviously undesirable for nearly a quarter of ttagess children to be overweight or obese.

As mentioned in the section describing the popmtatif children ages 1 to 9 years, researchers
and others are becoming increasingly aware of thiétode of factors that may contribute to
unhealthy weight. Family eating practices is onghdactor, and the National Survey of
Children’s Health shows that families of Oregortddren are a little more likely to eat together
as a family (Percent of children whose family dad eat at least one meal together on at least 5
days of the last week, with all the family membet® live in the household: Ages 10 to 14
years: Oregon 31.7%, US 36.9%; Ages 15 to 17 y&xegon 42.8%, US 48.5%).

Another factor is the amount of time spent usirg@puter or watching TV/videos (screen
time). According to the National Survey of Childi®klealth (2007), Oregon youth spend
slightly less time than their US counterparts; hesvethey still spend well over 2 hours on an
average weekday, not including computer time ftwost work (Average number of minutes
spent using a computer for purposes other thanodebdk on an average weekday: Ages 10 to
14 years: Oregon 64.8 minutes, US 66.4 minutessA&eto 17 years: Oregon 87.4 minutes, US
101.4 minutes; Average number of minutes spentirdcTV, watching videos or playing

video games on an average weekday: Ages 10 todré:y@regon 101.1 minutes, US 112.3
minutes; Ages 15 to 17 years: Oregon 110.1 minWw&s]117.5 minutes).
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The following table shows the needs that were rdréteong the top 4 in any of the surveys or
were chosen by an advisory group as a priority.

Title V Needs Title V Needs
Older children and adolescents | Initial Title V Needs Assessment OFH Staff .
. Assessment Advisory
ages 10-24 Assessment Survey Advisory Group Survey . .
Group Final Meeting
(Summer 2009) Survey (March 2010) (March 2010}
(February 2010)
Check indicates the
Rank order of item on scale of priority or need item was selected by
(1is top priority or most need) the group as a top
priority
Teen pregnancy 1.5
Alcohol and substance use and
1.5
abuse
Youth sexual health and education /
accessibility of reproductive health 4.5 4.5
services
Family violence, including intimate
v e 4.5 25 1

partner violence and child abuse

Mental health, including
accessibility of services and suicide 4.5 1 3 \/
screening and prevention

Access to preventi\{e physical and 45 25 45 ‘/
mental health services

Overweight and obesity in older

children and adolescents, including a 2

nutrition, food security, physical
activity, and screen time

Children and Youth with Special Health Needs (CYSH)
For the population of children and youth with spébiealth needs (ages 0 to 21 years), the
following unmet needs emerged for final prioritipatin our needs assessment process:

Opportunities to receive health and mental heaittsaltation regarding care of children
and youth with special health needs

Knowledge, skills, and confidence of parents inngafor children with special health
needs

Mental health for families and children

Geographic limitation of many specialized servitiemetro areas Respite and qualified
child care / after-school programs

Transition to adult life, including adult healthrgees, work and independence

Respite care availability for caretakers

Gaps in early childhood services

Collaboration across health, social and suppovices for children and youth with
special health needs

Access to adequate health care insurance coverage
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Information and navigational supports - includirageccoordination, case management,
information that is in usable and accessible forms

* Financial supports - items not covered by insuranaaher means

» Accessibility of health, social, and support seggic

« Communication between schools and services (pHysnchmental health services and
other services)

Few data sources are available to determine a bevaypk of unmet health issues. The 2005-06
National Survey of Children with Special Health Ne€NS-CSHCN) is the most current
national resource for understanding the issuearfaret needs for this population. Information
from the NS-CSHCN estimates that 10.2 million a@ldand youth nationwide had special
health needs with a prevalence estimate from 1€epéto 18.5 percent. That translates to one in
five households or 8.8 million households national\pplying the national prevalence estimate
of 13.6% to Oregon, approximately 132,796 Oregalddn and youth have a special health
need. Nearly 6 % of these children have a condttiaih significantly interferes with day-to-day
activities. CYSHN are more likely to be male (59%0£6) and older (12-17 years) compared to
children not meeting CYSHN criteria. CYSHN are dyulikely to live in low income families.

CYSHN account for 40 percent or more of medicalezxjitures among all children although
they comprise about 14 percent of the child popaalCYSHN are three times as likely to visit
an emergency room 2 or more times than other @nl{t3% v 4%). The health status of
CYSHN is worse than other children. About 10 petad CYSHN report fair or poor health
compared to only about 2 percent of other childréY.SHN miss 2 or more weeks of school at
a rate of 14 percent compared to 3 percent for atigdren and are more likely to repeat a
grade in school (18% v 10%). CYSHN parents arg¢amiaed more frequently about problems at
school (37% v 14%)).

The priorities identified by the Child Health Cditarative and the Title V CYSHN Family and
Provider surveys were largely consistent with thassed in the Title V Advisory Group,
validating these as areas to help focus the staitésV resources. The Title V CYSHN Family
and Provider Survey results identified greatestiaed families and their children to include
respite care, care coordination, specialized aach as speech and occupational therapy,
specialty care, and mental health services. Providentified financial resources, respite care,
and care coordination as the greatest needs of GlYSH

The following table shows the needs that were rdréteong the top 4 in any of the surveys or
were chosen by an advisory group as a priority.

Oregon Five-Year MCH Needs Assessment and Goals
Revision September 15, 2010
30



Title V Needs Maternal &

Initial Title v Title V Needs .
Children and youth with Needs Assessment OFH Staff Assessment Childiosith Child Health

B Surve Adviso Leadershi .
special health needs (CYSHN) | Assessment Advisory Group (Marc‘{'l Grou Ei(nal e = Collaborative
Survey Survey P (March 2010)

2010) Meeting (November
S 2009 Feb 2010,
(Summer2009) | (February 2010) (March2010) | 2007)

Rank order of item on scale of priority or need Check indicates the item was selected by the
(1 is top priority or most need) group as a top priority

Access to adequate health care 1
insurance coverage

Knowledge, skills, and
confidence of parents in caring 35
for children with special health )
needs

Accessibility of health, social,
and support services for children 35
and youth with special health )
needs

Mental health of families and
children with special health 3.5 1 1 v v
needs

Opportunities to receive health
and mental health consultation
regarding care of children and

youth with special health needs

3.5 25

Geographic limitation of many
specialized services to metro 25 v
areas

Respite and qualified child care /
after-school programs

45 3

Communication between schools
and services (physical and
mental health services and other
services)

45

Oral health, including
accessibility of services \/
/preventive oral health

Unintentional injuries 1/

Obesity/physical activity /

4. MCH Program Capacity by Pyramid Levels

Stakeholder input included brainstorms about bara@d opportunities to address the top
priority issues raised in the Title V Advisory Gpmeetings and the surveys conducted by both
the OFH Title V Program and the OCCSYHN ProgrampAs of the next steps in addressing
the priorities, more in depth capacity assessmmatic to each priority will be conducted, with
particular emphasis on the disparities and ineggliti capacity.

Direct Health Care Services

Needs:

Disparities or inequity in access to health seiseapparent for all populations, and particularly
for families of color, immigrants with resident tdren, and all persons living in rural and
isolated areas, particularly for families with ciién with special health needs. In both urban and
rural/frontier communities, there is a particulafidiency in available mental health and dental
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health services and providers. Services are nebdedheet the traditional or transitional needs
of those who are non-English speaking, non-whiéeg little or no health insurance, and/or
living in rural and frontier areas of the statebRufunding or support, combined with untrained
health and service providers are needed to bedircieg these disparities and inequities in
access to medical, dental and mental health caesscThe Oregon Health Professional
Shortage Areas (HPSA) show that Oregon has 102apyicare HPSAS, 76 dental care HPSAs,
and 54 mental health HPSASttp://www.oregon.gov/DHS/ph/hsp/hpshortage/indetxs)

Oregon geography presents a significant barriebtaining care where the mean travel time is
23.7 minutes in rural Oregon, with several arekmtaup to an hour or more to the nearest
hospital facility. The distance to services is esgéy difficult for reaching specialty care needed
by CYSHN and their families. Specialty care is camtcated in urban areas, predominantly in
Portland. There is little or no specialty care s®¥ in the rural or frontier counties, where the
existing providers are not adequately trained twiole care for CYSHN.

With mental health wellness a major concern acites$/CH populations, not only is access at
issue but also availability of age-appropriate,ifgroentered, culturally appropriate services.
The community mental health system meets only 46ep¢ of the need, and many providers are
not trained in screening of young children for sbe@motional and behavioral problems or for
maternal depression disorders. Improvement in abidily of preventive screening, referral
sources, care coordination and management, artcheeg particularly by pediatric providers, is
needed for preventable and manageable mental resadthtions. Input by stakeholders included
a need for mental health services that are intedrat co-located with primary care service
delivery, that meet the language and cultural nasfradl persons needing care. Mental health
consultation for pediatric primary care providensl &or families of children and youth with
special health needs would help to bridge primarng or community services who have
inadequate access to mental health specialist@s&ds also a problem for new mothers may
lose coverage on the Oregon Health Plan two mgraktpartum, and therefore lose the ability
to continue treatment for maternal depressionedded. Flexibility in the policies regarding
coverage of the mother as it relates to the eaWekbpment of the child is needed to prevent the
negative effects of maternal depression and otblealioral and mental health disorders.

Dental health care is a concern, especially fogmpaaet women and very young children. Prenatal
and pediatric health care providers are not traorezbnfident in screening pregnant women for
oral health diseases, and dentists are reluctesgrt@ under/uninsured women and children.
Stakeholders reported a need to assure fluoridesrais applied in well-child visits and to
provide dental insurance or care up to six mongségartum for pregnant women, where the
Oregon Health Plan currently covers dental car@fegnant women through two months
postpartum. Oregon citizens have a long historgdviocating, as well as opposing fluoridation
of community water systems and this issue contiboié® a high priority for optimal prevention
of early childhood cavities.

Strengths and Opportunities:
The needs identified for direct services are préveror are early interventions that prevent
associated conditions across the individual'siliiet Opportunities to build capacity in direct
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services was identified by the Title V Group andl elp guide additional capacity assessment
and planning for each of the priority areas.
» Expansion of public health nurse home visiting &y
* Full service public health clinics such as Fedgr@ualified Health Centers
* Expansion and increased familiarity with the sessiof School Based Health Centers
* The Oregon Wraparound demonstration will improwwises across the state,
particularly for children with high mental healteeds, particularly those with frequent
contact with foster care and mental health services
* Boosting capacity of MH providers and payment sysi® competitive for Medicaid
» Dental care programs to reach pregnant women dant#) including children with
special health needs, will increase preventive aattawareness

Enabling Services

Needs:

Community-based supports and coordination of sesvare needed to assure MCH populations
are able to reach available services. Parentsa@mss to information, training, skill-building
and support systems that help them nurture andosuitye developmental and emotional needs
of the young child in all families. Resources anehtors for parents, including fathers, are
needed to assure children have the attachmentardiny needed for optimal social emotional
health. Families of CYSHN in particular have comxptecial, emotional, medical, and financial
needs. Family support and resources and help taeskes address these needs and better
navigate through the systems of care. Cultural @enze in all aspects of service delivery is
especially important as Oregon demographics shiftare first and second generation
immigrant families.

Adequate resources in the community, at schootsaaworksites are needed to bridge gaps and
inequities for linking families to information arseérvices they need to establish healthy and safe
families. Outreach can be more effective by usiairal supports, such as faith organizations,
apartment buildings, and community organizatioogannect to needed physical, dental,
mental, and specialized services. Statewide hosigng services and supports need to improve
policy and program coordination at the state l¢évddetter support outreach and linkages for
clients to appropriate resources and programs.

Strengths and Opportunities:
The needs identified for enabling services aregedwon reducing the gaps in services inherent
in Oregon’s rural/frontier geography and the neethtlude extended family members not
traditionally part of the federal MCH populationfiétions. Opportunities for enabling services
identified by the Title V Group will provide fountians for continuing assessment and planning
around each of the priority health issues.
» Use of computer-based social networking, interacivebsites, and 211-Info will
improve access to information, referrals and farsupports
* The Portland housing authority is participatin@mSTD prevention collaborative with
the county public health department; collaboratiaith public housing provides
opportunities for other collaborations for reducfagily violence, alcohol use, and
increasing access to resources for positive pagnti
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» Supporting men who are fathers or potential fatf@rparenting skills and information
is a growing trend in some existing public healtld anental health services

» School-based Health Centers include the resouraksederrals for parents and children

* Restructuring of the home visiting system in Oregalhimprove the coordination and
referrals based on the risks and needs of the {saaed their children

* Preventive health information and parenting resesiin worksites could be improved as
the new Oregon Health Authority includes agendies work through partnerships with
private employer health plans

» Healthy Kids insurance plan that covers all chiidwath insurance, either through the
Oregon Health Plan or subsidies for co-pays or eggslpremiums, provides an
opportunity to share health promotion messagesesulrces to families and employers

* Increase linkages between the rural community-b&s&ld program and local mental
health system

Population-Based Services

Needs:

Stakeholders raised concerns about the limitedeptioe community practices and preventive
health care services available to reduce behasimisconditions that increase risk and safety
among families. These include community practidesuahealthy choices for food and exercise,
and preventive services that support healthy memalphysical health conditions. Messages
and information about mental health wellness amdaes could be improved to reduce stigma
among those needing mental health services. Inedlaasderstanding and awareness by
community organizations, schools, health, and sergroviders is needed to improve
community-based investments that support prevemtiantimate partner or domestic violence,
early brain development and parent-child interatas well as healthy food choices and
exercise.

Preventive screening of children and adolescertsldloccur where they are, such as child care,
Head Start, and schools to identify CYSHN and timkm to appropriate resources and services.

Communities need to be plan and build environm#vassupport families, pregnant women,
fathers, and children and youth with special heatds. Communities can be built so that
healthy choices are the easy choices for childreath, and their families. Social marketing and
health education that is cultural appropriate canddease healthy choices limiting access to
sweetened beverages for children under five yddrsrereasing affordable and available fresh
fruits and vegetables, and reducing TV or compstegen time for all children.

Public education and awareness is needed to ircprasentive physical, dental, and mental
wellness screening of children and adolescentbagpsrby increasing screening in locations
where these populations are located during thelde&yschools and child care centers.

Community-based health promotion would increaseutiderstanding about local practices that
can prevent preventable communicable and chros&ades, including cavities and obesity and
overweight conditions. Adolescent-friendly settirage needed to provide affordable and
comprehensive physical and mental health servaegell as support and promotes positive
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youth development. Culturally appropriate educatiod discussion about sexual health
behaviors is needed to increase acceptance ameageipopulations and settings.

Strengths and Opportunities:
Population-based services cover the promotion @igntive practices and activities that can be
implemented by communities appropriate to the ditygof their own populations. Stakeholders
suggested opportunities that provide healthy clsoacel health education in neighborhoods,
worksites, and educational and faith institutidiisagrams currently in some communities could
be expanded statewide to reach more populatioadapted to reach those communities
experiencing disparities. Population-based oppdrasnidentified by the Title V Group will
guide additional capacity assessment and planning.
* Farmer's Markets provide fruits and vegetableseakag health education and referrals
to community services
» Engage the elderly community in MCH health messaggiscate and raise awareness
about preventive practices such as breastfeedifaptiback-to-sleep, community
gardens, and healthy food preparation
* Engage employers, promote working environmentsgbpport pregnancy, breastfeeding
mothers, and healthy eating and exercise
» County health departments are beginning to colktiedvetter across/between urban-rural
areas to increase health promotion and educatsowell as collaborative services
* Engage families to improve attachment and bondinigdrease health of parents and
children, provide resources and education aboutevamily activities

Infrastructure and Systems Building

Needs:

Oregon’s infrastructure and systems have gapsigtre, and emerging activities that address
the concerns and needs across all MCH populatiboagh disparities continue to exist within
the systems of health care and community-base ptieveservices. Additional capacity
assessment is needed to determine where and hexdiess the gaps and barriers in Oregon’s
system of services for the MCH populations. Fromgtakeholder input, the overriding need in
statewide or community infrastructures and systesms the lack of cultural and linguistic
appropriate services that are linked or coordinatedl the established services and providers,
especially for mental health and preventive physiod dental health services. A critical need is
for integrated and more effective care coordinatibnughout the health services and preventive
care delivery system. An effective system thaesponsive to the community it serves is needed
to increase access to appropriate and comprehemgntal health services, dental health
services, and preventive physical and developmeetaices. State policies and professional
practice standards could mandate that interpratieelanguage services are always available in
service delivery in all parts of the state. Resesiia funding and in expertise are needed assist
communities in building safe neighborhoods withdigaavailable walkways to schools,

physical activities, and healthy choices in food.

Training and continuing education for the healtd aammunity service providers is needed to
increase knowledge about delivery and care coaidiméor MCH populations, particularly for
young children and children and youth with spebedlth needs. Service and health providers
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need culturally appropriate training in preventsaeeeening for women and pregnant women for
depression, oral health, tobacco/alcohol and degg intimate partner violence, and appropriate
weight. The statewide infrastructure could investurces in to support community efforts to
build systems that provide linkages and coordimasimong services and referral sources and
delivery of health and health related services.

The expanded use of technology, such as electhaailth records, will effectively coordinate

and provide more efficient health services wher@eaple access those services. Technological
options are underused in Oregon, particularly nalrand frontier areas where connectivity
continues to be a problem. Access to specialistshaalth consultants through on-line video
discussions would greatly enhance the availalilityervices appropriate to the need of
individuals and families. Training and increasedreectivity is needed to increase the use of
technology in rural and frontier areas as well &b wopulations experiencing disparities caused
either by geographic or ethnic isolation.

Strengths and Opportunities:

The MCH system of services and supports for fasitias many opportunities both through
existing efforts and resources to build infrastiuetand through local initiatives or
demonstrations that can be expanded to other comtigsirStakeholders suggested opportunities
for improved infrastructure are found in maximizieghnology conveniences, conducting
assessments and surveillance to better definegansbénd interventions, and investing resources
in systems or methodologies most efficient to aslsirg the issues. Opportunities for building
infrastructure in several areas were identifiedigyTitle V Group and this list guide additional
capacity assessment and planning.

Technology, data collection, surveillance

» Engage youth and parents using social media arnithgebo share health promotion and
education messages

» Explore using Skype or other on-line camera comgations to consult and train
providers and parents in preventive services oekige

* Integrate state data requirements and systemslticgehe program data entry into
multiple systems by local programs, such as awatahouse

* Implement system of community-based participatesearch to identify evidence-based
and best practices, and disparities in services

* Create surveillance of health status using dathave

Provider standards and policies
* ‘“Integrated health home" policies recommended leyQhegon Health Funding Board
will improve linkages between physical and mentalth services
» Training for early childhood health providers iastlardized screening for
developmental delays by the Oregon Pediatric Sp€®TART) is expanding to maternal
depression and oral health screening
» Guidelines for child care and schools are transiig to "whole kid" messages

Partnerships
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Community coordination around domestic violencehsas convening a collaboration of
state public-private groups, Governor’s Office, anelvention services

Establish partnerships to support the health amdldpment of young children and their
parents with athletic and sports corporations

Programs or initiatives are being implemented shagiport lifespan approach to
intervention (LAUNCH grant); physical activity ("SuMove" — Michelle Obama
campaign); and "We Can!" - hunger relief campaign

Raise awareness and increase partnerships withyrdmces for families with children
and youth with special health needs

Train families in advocacy for community coordimatiand delivery of services that are
family-centered, culturally competent, and comnmy+biased, for all children as well as
children with special health needs

Increase partnerships in program and policy devety with other state agencies to
improve delivery and coordination of local servicasch as home visiting and teen
pregnancy prevention

Funding

Leverage funding and resources to create oppoigsnit schools for health services that
are not School-Based Health Centers

Encourage state and county partnerships in plarfomgublic health and mental health
federal grants

Leverage health reform to propose changes in raisaipuent rates for public health
clinics and preventive well visits by both publiedaprivate providers

Support workforce development of providers and éeslaip to improve recruitment and
retention of the health workforce

The Healthy Schools mental health grant in Klankaths could be replicated in other
communities

Statewide Policy

Improvements in addressing maternal depressiorebltthand service providers should
be improved with the publication of the Maternalpession Task Force
Recommendations (September, 2010)

Policies that may improve the overweight/obesetheshtus of children and adolescents
such as eliminating sweetened drinks and sodas $otmols/businesses/public spaces
The new Oregon Health Authority organization hakliotprivate partnership
opportunities to develop and implement preventigalth practices, standards, and
education through public-

Increased dependent age to 24 for health insutayp&ederal health reform is an
opportunity to assure preventive health care fat #ye group

Training, resources and incentives for primary gaowiders to increase knowledge and
practice of prevention and local referral resoufoesll children and families, as well as
children and youth with special health needs; opmities for training exist through
academic health professional programs and in redsp@nd rounds.
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OCCYSHN worked collaboratively with OFH, the CDR@rizal program, the Oregon Office

on Disability and Health, Oregon Pediatric Socidtyntos Podemos and Family Voices
throughout the overall Oregon Title V Needs Assesgmrocess. OCCYSHN engaged its
community-based partners in providing input inte tieeds assessment process through
invitations to the Title V Advisory Group and theads assessment surveys. Simultaneously, the
OCCYSHN office conducted a more detailed examimatibthe needs of its targeted population
— children and youth with special health needsthea families and the providers who serve this
population at the community level. Surveys wereselsinated throughout Oregon’s health
system, including private providers and other comitytbased providers, as well as providers
across multiple service systems.

OCCYSHN identified family organizations and famdie provide input and participate in needs
assessment planning efforts. With that input, tkECSHN Family Involvement Network
program staff assessed family involvement withinGQXYSHN and its related systems of care
activities as indicated in the Block Grant’s selfing of family participation in CSHN programs
(Form 13).

5. Selection of State Priority Needs

Potential Priorities

In Section 3, the total list of priorities is listéor each population group along with tables
showing the rankings and selections by the varassgessment processes. With the phased
survey and prioritization methods, the selectiothefpriority health needs was straightforward.
The Title V Leadership Team reviewed the summappiteprepared by the assessment team,
consulted the needs and priorities collected fraakeholders, reported in Section 4 above. The
Leadership Team then used the following criteriastdecting the final priorities and goals.

» Level of rankings across all processes for a sjoguifpulation group

» Existing or potential of working on the issue by fhitle VV Offices

* Ability to influence change in a measure with aiti® conducted or leveraged by the
Title V Office in both agencies

» Leadership for the priority area is handled in Arosector or state agency

The challenge with selecting priorities are thahgnaf the issues are rooted in problems related
to social determinants of health like poverty, eoyptent, education, health care access, and
language or cultural differences. Balancing theresged need with the scope and current uses of
Title V resources presented the greatest challendeciding on final priority goals for action.

Nevertheless, the Leadership Team was committethyang true to the findings of the
comprehensive assessment processes, and mademgoisigoals that could reasonably be
addressed by the Title V Offices. The table belis lall the needs considered for the ten Title
V goals. These are organized by population lifersedo emphasize the intent to select goals
with interventions that have the most positive @ffecross the life course.
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Summary of Priorities -- 2010 Title V Needs Assessment and Related Activities

Women Before Children / Youth
Pregnancy and Pregnant Mothers and . Older Children with Special
Young Children
Between Women Infants and Adolescents| Health Care
Pregnancies Needs
Drug/alcohol abuse / fetal exposure to alcohol and A v
other drugs ‘/‘/‘// ‘/‘/‘//
Mental health, including accessibility of services /
parent mental health / perinatal depression / child and
adolescent social-emotional health / suicide ‘/‘// ‘/‘/// ‘/‘/’// ‘/‘/‘// ‘/‘/‘//
prevention
Family violence, including intimate partner violence A A A A
and child abuse ‘/‘/‘/'/
Oral health, including accessibility of services
/preventive oral health / early childhood cavities v \/ v v v v \/ \/
prevention
Early and adequate prenatal care during pregnancy v v
ing before and during pregnancy v v
Preconception health \/
Skills and resources of parents in nhurturing their child's
health, d safety, and ional v
health (including parenting education and other ‘/‘/'/ ‘///
support services)
Unintentional injuries /
Overweight and obesity (including nutrition, food s
security, physical activity, and screen time) v / /
'Youth sexual health and education / accessibility of vy
reproductive health services
[Access to preventive physical and mental health
services VY /
Geographic limitation of many specialized services to ‘/
metro areas

Key:

v’ =Ranked among the top 4 to 5 needs one of the three Needs Assessment surveys

\/ = Recommended by an advisory group as a top priority

**Note: In order not to over-weight the Maternal & Child Health Leadership Retreat and the Child Health Collaborative, a large checkmark for each of their selected priorities is indi i for only one
y and ies; Perinatal dep ion (mental health): Pregnant Women; all of the Child Health Collaborative priorities: Young Children].

[Preconception health: Women Before Preg)

Methodologies for Ranking Selecting Priorities

The selection of the priority goals by the Titld.¢adership Team was determined by the
rankings presented from the stakeholder surveygtendtakeholder meetings. The assessment
process goal was to select ten goals and meagdmes.the discussions eliminated some of the
issues already addressed by Title V programs, tlere ten issues left on the list. The
prioritization from many issues and discussions &@mbmplished the selection of priority goals.
The ten goals are:

1. Family Violence —Family violence, including intimate partner violenand child abuse

2. Alcohol and Drug Use -Drug and alcohol abuse, including accessibilitgefvices (and
prevention of Fetal Alcohol Syndrome)

3. Mental Health — Mental health, including accessibility of services

4. Oral Health — Oral health and early childhood cavities preventinoluding accessibility of
services
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5. Resources for Parent Education and Skills farents’ resources and parenting behaviors
(including parenting education and other suppamtises) to support young children’s
health, development, safety, and social-emotiogalth

6. Overweight and Obesity— Prevent and address overweight and obesityder @hildren
and adolescents, including nutrition, food secuptyysical activity and screen time

7. Physical and Mental Health Services AccessAccess to preventive physical and mental
health services

8. Linkages for CYSHN to Mental Health Services +ack of linkages or referral pathways to
appropriate mental health services for childrenymgh with special health need

9. Access to Specialized Services#mited access to specialized health and relatedcss
(specialty care, mental health, PT/OT, etc.) faldcn and youth with special health needs
particularly in rural and frontier areas

10. Access to Family Support Services Families and providers lack knowledge and awareness
of support services available for families of cheld and youth with special health need

Priorities Compared with Prior Needs Assessment

The Oregon Five-Year Assessment found some pringgds continuing and others emerging
more prominent. The need for better access and outtierally appropriate services continues to
be a problem in many communities and among pojpustisuch as access and referral systems
to mental health services for all population groupsventive oral health services, and healthy
weight and physical activity. Emerging areas in20&1 assessment include more critical and
difficult issues, such as family violence, and &lolband drug abuse. For these areas, more
research, assessment, and planning is necesddentdy those actions and roles for public
health to influence a positive health outcome geaerally social justice issue.

In 2006, priorities were more focused on publicltheand Title V program capacity, with a need
for strengthened leadership and surveillance aselsament. The Title V programs have
accomplished the capacity goals and the Title Vnagehas more internal capacity than five
years ago. The cross-cutting priority to improvevsillance of disparities of subpopulations was
not accomplished, as the capacity for assessmemdareillance needed to be established first.
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2006-2011 Oregon Title V Priorities and Performance Measures

Priorities and Goals

Measures

Children’s health needs are always met.

= Improve early child development and access to early
intervention services as measured by the percent of infants
diagnosed with hearing loss that are enrolled in early
intervention before 6 months of age.

SPM #2: Percent of infants diagnosed with hearing loss
that are enrolled in Early Intervention before 6 months of
age

= Improve the access of well-child care as measured by an
increase in the percent of children that complete the 4th DTaP
vaccine between 12-18 months of age.

SPM # 4: Percent of children that complete the 4th DTAP
vaccine (12-18 mos)

®  Decrease the percent of 11th graders who report having unmet
health care needs

SPM # 5 Percent of 11th graders who report having unmet
health care needs

Individuals and families exhibit healthy lifestyles

= Improve oral health by increasing the percent of Oregonians
living in @ community where the water system is optimally
fluoridated

SPM #7: Percent of Oregonians living in a community
where the water system is optimally fluoridated

=  Reduce low birthweight and improve the health of women and
their newborns by increasing the percent of smoking pregnant
women who quit smoking during pregnancy and continued quit
dfter pregnancy.

SPM #2: Percent of smoking pregnant women who quit
smoking during pregnancy and remained quit

= Improve the health of children and families as measured by the
percent of births that are intended.

SPM #1: Percent of births that are intended

= |ncrease the percent of adolescents engaging in physical activity
as measured by the percent of (8th and 11th) graders who
report 3 or more days of vigorous physical activity in the last 7
days

SPM # 5: Percent of 8th graders who being physically
active for a total of at least 60 minutes a day for 5 or more
days in the last 7 days

Parents and providers are confident in caring for children

= Improve the care of children with special health needs by
increasing the percent of health care providers who report
confidence in caring for CYSHN and their families

SPM #8: Percent of health care providers who report
confidence in caring for CYSHN and their families.

=  Improve access to care for children with special health needs by
increasing the percent of families of CYSHN who report costs not
covered by insurance were usually or always reasonable.

SPM # 9: Percent of families of CYSHN who report costs not
covered by insurance were usually or always reasonable.

= Increase the percent of families of CYSHN who reside in rural
areas who report that needs are usually or always met.

SPM # 10: Percent of families of CYSHN who reside in rural
areas report that needs are usually or always met.

Children, adolescents and families experience optimal mental
health and social emotional development.

= Improve mental health and social emotional development of
mothers, children and adolescents

Developmental; No state measure

Racial and ethnic disparities are eliminated (cross-cutting)

= Improve surveillance of pricrities by race, ethnicity and other
sub-populations

No state measure

Strong leadership is helping to reduce morbidity and mortality of
the maternal and child health population (cross-cutting

= Improve collaboration systems, program evaluation capacity,
and use available data information for state and community
profiling and advocacy.

No state measure

With a unit and staff firmly in place, this prioyivill continue and a plan is in place to conduct
research and assessment in the context of the nesitypareas. For the mental health topic area
five years ago, the Title V Assessment identifieghtal health as an issue, but without an
identifiable data source to create a performancasome. Activities in the intervening years
included policy-changing activities particularlyoand screening for perinatal depression and for
early childhood developmental and social-emotialedhys. With these activities just beginning,
this year’s assessment includes two measures &litlble data sources that can track progress in
meeting the needs expressed for these populatoupgr Overall, the Five-Year Needs
Assessment is an opportunity to celebrate accohmksts and gather information to focus on
new challenges.
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2011-2016 Oregon Title V Priorities and Performance Measures

Goal

State Performance Measure

Improve Oregon’s systems and services for
screening women for domestic and sexual
violence (DSV) and for linking those affected
by DSV to adequate services

1. Percent of family planning clinic encounters in which relationship
safety was discussed with the client. (Ahlers Family Planning Client Data-
QOregon)

Decrease the risk of lifetime dependence on
alcohol for teens and adults

2. Percent of 11th grade students who were 14 years old or younger
when they had more than a sip or two of beer, wine, or hard liquor for
the first time (Oregon Healthy Teens Survey)

Improve Oregon's systems and services to
identify, treat and support women with
perinatal mental health disorders and support
their infants and families

3. For all Medicaid clients with an expected delivery date during the
calendar year, percent who were screened for depression during the time
period from 9 months before delivery to 9 months after delivery.
(Division of Medical Assistance Programs - Medicaid/Oregon Health Plan
claims)

Increase the percent of children under 3 years
old who have a preventive dental visit each
year

4. Percent of children on Medicaid ages 0-3 years with a preventive
dental visit in the year. (Division of Medical Assistance Programs -
Medicaid/Oregon Health Plan Claims)

Improve the state’s capacity for supporting
parents in building parent skills and for linking
parents to resources by improving the
breadth, depth, and coordination of the
home visiting infrastructure.

5. Using benchmarks, develop a strategic plan for the MCH public health
role and responsibilities in parent education and skills development
within the context of the Early Childhood Comprehensive Systems work.
Benchmarks are:

a) An MCH workgroup including local and state partners is convened to
define the role of MCH in building parent resources for desired child
health outcomes (as identified by Title V and Early Childhood Matters
Council and Committees)

b) Existing planning efforts and parent resources are identified in
relationship to the desired child health outcomes

c) Astatewide needs assessment is conducted to supplement existing
knowledge tied to identified child outcomes and further define the
role MCH can play in developing better resources for parent
education and skill development.

d) MCH in collaboration with the Early Childhood Matters and ECCS
develop a strategic plan that clearly defined roles/responsibilities for
MCH programs and staff related the specific child health outcomes
and performance measures tied to parent resource development.

(Source: New survey and program records)

Increase the percent of children/adolescents
with a healthy body weight

6. Percent of 8" grade students with a BMI below the 85" percentile.
(Oregon Healthy Teens)

Increase access to preventive physical and
mental health services

7. Percent of 8" grade students who went to a doctor or nurse
practitioner for a check-up or physical exam when they were not sick or
injured during the past 12 months. (Oregon Healthy Teens).

Increase linkages to mental health services
for children and youth with special health
needs

8. Among CYSHN who needed mental health/counseling, percentage of
CYHSN who received all needed care. (Source: National Survey of
Children and Youth with Special Health Needs

Increase access to specialized health and
related services for underserved populations
of children and youth with special health
needs.

9. Among CYSHN who needed specialized services, % of CYHSN who
received all needed care. (Source: National Survey of Children and Youth
with Special Health Needs

Increase access to family support services for
families of children and youth with special
health needs

10 Progress in implementing a comprehensive strategic plan to address
family support needs for Oregon families of CYSHN. (Source: OCCYSHN
Strategic Plan to address family support needs)
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Priority Needs for MCH Populations and Capacity

In the Oregon assessment, the selection of peerévolved over the course of the assessment
with input from surveys and from stakeholder engagyet. As some of the priority areas were
pertinent to more than one population group, thedeeship Team determined to select one
population group to focus that priority need.

Mental health, in particular, was the most consityadentified priority need among all
population groups. The discussion on how to addressal health in the Title V context
centered on the fact that mental health problemsary closely linked to family violence and
alcohol use, as well as depression and early amldiand adolescent developmental and
behavioral needs. Other agencies and initiativesnaplace to address many of these issues. By
looking at the life-course of an individual and &féectiveness of potential interventions that
prevent other problems exponentially worseningyesking mental health of the mother and
infant seemed the best choice. Added to that reagasthe fact that significant work in state
policy, provider training in screening and referaald new home visiting structures, the decision
for selecting maternal depression prevention asogify goal was the best choice for Title V.

Decisions for selecting priorities around familphkince and alcohol addiction followed the same
course. These two issues were identified as laggegonception issues that had been identified
by previous assessments and shared planning &ithatd local partners. The opportunity was
in the existing program work within the Office cgily Health in family planning clinics and in
adolescent health education and preventive visitglence showed that girls and young women
benefit from education and awareness in relatignsafety before or early in sexual
relationships. Evidence is also clear that alcatsel before the age of 14 is a predictor of life-
time dependency, so prevention before age 14 wailthost beneficial. Goals in these areas are
targeted towards teen and young women. Selectaggttwo issues made it unnecessary to
select the topic of “preconception health,” whicastoo unspecific for a priority goal and, in
fact, family violence prevention and alcohol usevantion are both preconception health topics.

The priorities for early prenatal care, smokingidgipregnancy, youth sexual education, and
unintentional injuries are addressed through cuiféle V goals and through current programs
within the Title V Office. However, the importanoéthese issues as selected through the
assessment process indicates a renewed effoeeritifidany unknown issues or disparities to
understand why these are on the minds of thosepatipated in the assessment activities. As
Title V resources are currently allocated to eHontthese areas, review and research around
these issues will continue to occur.

The priority issues related to children and youdreworal health, obesity and overweight
prevention, parent education and skills resour@ed,access to physical and mental health
services. The priority selection in these areaslatdd work initiated fairly recently in all these
areas by Title V. Common to these efforts are masimps with medical providers and plans to
collaborate in advocating for improved screenind geferral in well-child/preventive health
visits, as well as partnerships within the new @reglealth Authority which brings public
health, Medicaid services, and private health piattscloser partnerships. In these areas, the
selection of the age group to focus resources wasmined by existing or emerging efforts
within the Title V Program. These efforts are eattyldhood cavity prevention, healthy eating
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and physical activity work in partnership with W#dd public health’s chronic disease section,
development of improved home visiting and earlydifood systems and services, and
expansion of school-based health centers.

Children and youth with special health needs (CY $H#&Ve a critical need to access specialized
health and related care where they live. The ggdugachallenges of a mostly rural and frontier
state and only a couple of urban centers to atcoes=vices is a continuing and growing
concern. Selecting the priority goal to increasseas to specialty care for all CYSHN was
selected, along with improvement of resources arkadgjes for families and access to mental
health care. Other priorities included issues eglab medical home and provider training, which
are existing efforts within the Title V CYSHN pragn and measured by national Title V
performance measures.

The proposed goals and State Performance Meageresidined below with the identified need
from the public input methodologies. Criteria fefecting measures were to identify sources
where data may be reported on an annual basis hekwhe planned activities will influence

the measure’s outcome. For each goal and measarterief “brainstorm” of the activities or
capacity building that will be needed for each gwad measure. This outline is intended to show
commitment to continuing conducting assessmentsfagaly to identify disparities and both
state and community level needs to address theparities.

1. Family Violence
Priority Need:Family violence, including intimate partner viotenand child abuse

Goal: Improve Oregon’s systems and services for scrgemomen for domestic and sexual
violence (DSV) and for linking those affected by\D® adequate services

Target population(s)Vomen before and between pregnancies

State Performance MeasuRercent of family planning clinic encounters iniethrelationship
safety was discussed with the client. (Ahlers Failanning Client Data-Oregon)

Activities and/or Capacity Building:
Direct or services for individuals
* Promote and educate about relationship safetydlights of family planning and home
visiting services.

Enabling or linkage services for individuals or ihes
* Link public health family planning clients to dontiesand sexual violence victim
services and other community support services.

Population-based — statewide or in communities
* Develop and implement Standards of Care, protanudsbest practices family planning
(FP) providers and staff on screening, discussomgerns, and referral for domestic and
sexual violence, and provide consultation and eftucabout the role of family planning
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providers in promoting relationship safety and iivtkFP clients to appropriate
community resources.

Infrastructure, policies, or system-building

* ldentify local expert training teams pairing puliliealth FP nurses and DVSO staff
members to facilitate trainings for FP providerd &VSO staff.

» Strengthen partnerships between local FP clinigklip health departments and DVSOs
by hosting regional cross-trainings to increaseeustdnding of respective roles and
services.

» Develop and provide training and technical assegdar FP providers on Standards of
Care, protocols and best practices for screenidgeferral and how to collaborate with
local domestic and sexual violence organizationgd3Ds) via regular FP meetings and
webinars.

» Develop and provide training and technical assestdar local DVSOs on how to
collaborate with local health departments and fampliinning clinics based in other
settings (community health centers, FQHCs, unitaesdudent health centers, Planned
Parenthood clinics, private clinics) via webinatstewide conferences (Oregon
Coalition Against Domestic and Sexual Violence Aaln@onference, Attorney General’s
Sexual Assault Task Force Biennial SART Conferen@012) and advocate trainings.

* Increase the capacity of FP providers to documentsastic and sexual violence
screening, counseling, and referral.

» Conduct assessment, including focus groups andadiatstsis of sub-populations who
may be at higher than average risk for DV and teelty relationship safety services that
are culturally appropriate.

2. Alcohol and Drug Use Prevention

Priority Need:Drug and alcohol abuse, including accessibilitg@rfvices (and prevention of
Fetal Alcohol Syndrome)

Goal: Decrease the risk of lifetime dependence on aldoindeens and adults

Target population(s}omen before and between pregnancies; adolescents

State Performance MeasuRercent of 11th grade students who were 14 ydasr qounger
when they had more than a sip or two of beer, wond&ard liquor for the first time (Oregon
Healthy Teens Survey)

Activities and/or Capacity Building:
Enabling or linkage services for individuals or hes
* Enable medical providers (Pediatricians and FamiBctice Physicians) to screen
adolescents for alcohol use by providing them widbcation, screening and treatment
resources.
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* Provide technical assistance and tools to Nurseli#&artnership, BabiesFirst, and
Maternity Case Management Programs to focus oesirg teenage clients for alcohol
use and provide alcohol use messages to cliersiding FAS messages and education).

Population-based — statewide or in communitiesvices, activities
» Collaborate with the Addictions and Mental HealttvriBion (AMHD) to leverage
resources and promote the OHA'’s statewide undedagking media campaign among
OFH clients, especially parents.
* Work with University Student Health Centers to poienscreening and referral for binge
drinking and alcohol abuse.

Infrastructure, policies, or system-building seedc

* Develop statewide policies to discourage underadgehol consumption, such as
promoting legislation in collaboration with AMHD dnwvork with University system to
strengthen policies regarding alcohol use on casgpus

» Develop culturally appropriate messages for cliamts education for providers to
support Oregon Health Plan managed care contraataokrgroviders in providing
messages to their clients about evidence and méskating from early alcohol use to
lifetime addictions, and for the health and safdtpregnancies and children.

* Train health workforce in School-Based Health Cente the best practices for
screening and referring services for alcohol use.

» Collaborate with the Healthy Kids Learn Better paog and their Cadre of Trainers, to
implement best practices of under age drinking @méen into school health curriculums.

» Support collaboration between local health depamtsnand local implementation of
evidence-based intervention for prevention of uretgr drinking.

3. Mental Health Access to Services
Priority Need:Mental health, including accessibility of services

Goal: Improve Oregon's systems and services to identégt and support women with perinatal
mental health disorders and support their infantsfamilies

Target population(sregnant women, mothers and infants

State Performance MeasuFar all Medicaid clients with an expected deliveate during the
calendar year, percent who were screened for dapreduring the time period from 9 months
before delivery to 1 year after delivery. (DivisiohMedical Assistance Programs -
Medicaid/Oregon Health Plan claims)

Activities and/or Capacity Building:
Enabling or linkage services for individuals or hes
* Provide training and support to local health deparits to integrate Maternal Mental
Health screening and assessment into existing natand child health programs.

Population-based — statewide or in communitiesvices, activities
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» Support local needs assessment and developmeultwfatly appropriate resources
related to maternal mental health through consattaind technical assistance.

* Provide technical assistance and consultation tanwonities to mobilize maternal mental
health providers and develop community-based, ¢oateld screening, assessment and
referral systems.

» |dentify opportunities for implementing targetedreach to vulnerable populations
including those most at risk of maternal mentalthedisorders and those with increased
barriers to accessing information and services.

* Work with public and private partners to promotdlpeducation and awareness
activities related to maternal mental health.

Infrastructure, policies, or system-building seedc

* Sponsor and convene partners to support MaternataVielealth Network meetings 2-4
times per year.

» Disseminate Maternal Mental Health Work Group recwmndations to state and local
public health agencies, stakeholders and partners.

* Work with Oregon SafeNet (211-Info) to improve gtate MCH hotline’s capacity to
provide information and referral for maternal méhialth needs.

» ldentify opportunities within the Oregon Health Aatity agencies to integrate Maternal
Mental health education, screening, assessmenprainelatment into existing state
programs serving pregnant women and children.

» Conduct ongoing surveillance of Maternal Mental leatatus and needs through
Oregon PRAMS and other mechanisms.

* Work with partners to facilitate access to edugatiad training in maternal mental
health for a wide range of providers including paiblealth, addictions and mental
health, medical, and early childhood providers.

» Seek funding for maternal mental health systemsamdice improvements in Oregon.

4. Early Childhood Cavity Prevention

Priority Need: Oral health and early childhood cavities prevamtincluding accessibility of
services

Goal: Increase the percent of children under 4 yearsvblo have a preventive dental visit each
year

Target population(s)XChildren ages 0 through 3 years

State Performance MeasuRercent of children less than 4 years of age odiddel who
received preventive dental services from a denmtaliger in the year. (Division of Medical
Assistance Programs - Medicaid/Oregon Health Plam(s)

Activities and/or Capacity Building:
Direct or individual services
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Early Childhood Cavities Prevention in primary ceual-child visits and nurse home
visiting by screening infants, applying fluoridermish, providing anticipatory guidance
to caregivers, linking to a dental home.

Enabling or linkage services for individuals or ihes

Train and advocate for enrollment assistance wethtal care organizations by Healthy
Kids (OHP) application assisters and sites.

Improve linkage information on how to find a dehf® young children through
websites, 211-Info, the Healthy Kids/OHP, and imaaunity and education
organizations that reach parents and providers.

Population-based — statewide or in communitiesrvi@es, activities

Implement evidence-based, culturally appropriatefices to prevent early childhood
cavities Early Childhood Cavities Prevention — saiag infants, applying fluoride
varnish, providing anticipatory guidance to caregsy linking to a dental home (this can
be done during home visits, well child visits, gtc.

Promote oral health as important to healthy chéddedlopment among dentists,
caregivers, parents, and early childhood educators.

Infrastructure, policies, or system-building seedc

Include oral health in development of policies anoigrams related to nutrition and
obesity prevention.

Create a license or certification for designationrhid-level dental health providers to
provide basic preventive dental care for infantd emldren.

Improve reimbursement opportunities for LAP dehtadienists (including working in
medical settings).

Collect county level data on the status of the beallth of mothers and young children,
to identify populations with high risk of developmeoor oral health and identify gaps
in early childhood preventive practices.

Continue implementation of the First Tooth Projedtjch will train medical pediatric
providers to do oral health screenings and applyritie varnish; training general dentists
to access the very young child.

Creating a mechanism to track fluoride varnish @pgibns across the state to determine
disparities or needs for varnish across the state.

5. Resources for Parent Education and Skills

Priority Need:Parents’ resources and parenting behaviors (imgjyohrenting education and
other support services) to support young childrée'alth, development, safety, and social-
emotional health

Goal: Improve the state’s capacity for supporting pa@mtouilding parent skills and for linking
parents to resources.

Target population(s)Children ages 1 to 9 years, pregnant women
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State Performance Measutésing benchmarks, develop a strategic plan foMk public
health role and responsibilities in parent educatind skills development within the context of
the Early Childhood Comprehensive Systems workancBmarks are:
a) An MCH workgroup including local and state partnisrsonvened to define the role of
MCH in building parent resources for desired chigdlth outcomes (as identified by
Title V and Early Childhood Matters Council and Guittees)
b) Existing planning efforts and parent resourcesdantified in relationship to the desired
child health outcomes
c) A statewide needs assessment is conducted to suppi@xisting knowledge tied to
identified child outcomes and further define thiefdCH can play in developing better
resources for parent education and skill developmen
d) MCH in collaboration with the Early Childhood Matteand ECCS develop a strategic
plan that clearly defined roles/responsibilities MCH programs and staff related the
specific child health outcomes and performance oreadied to parent resource
development.
(Source: New survey and program records)

Activities and/or Capacity Building:
Infrastructure, policies, or system-building seedc
* An MCH workgroup including local and state partnisrsonvened to define the role of
MCH in building parent resources for desired chighlth outcomes (as identified by
Title V and Early Childhood Matters Council and Quittees)
» Existing planning efforts and parent resourcesdenstified in relationship to the desired
child health outcomes
» A statewide needs assessment is conducted to suppi@xisting knowledge tied to
identified child outcomes and further define thiefdCH can play in developing better
resources for parent education and skill developmen
* MCH in collaboration with the Early Childhood Matteand ECCS develop a strategic
plan that clearly defined roles/responsibilities M¥CH programs and staff related the
specific child health outcomes and performance oreadied to parent resource
development.

6. Preventing Overweight and Obesity

Priority Need:Preventing and addressing overweight and obeasibyder children and
adolescents, including nutrition, food securityygibal activity and screen time

Goal: Increase the percent of children/adolescents avithalthy body weight

Target population(s)hildren and adolescents ages 10-24

State Performance MeasuRercent of 8th grade students with a BMI below@bth percentile.
(Oregon Healthy Teens)

Activities and/or Capacity Building:
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Direct or individual services

Assure that health providers measure BMI of childead adolescents in preventive
health visits (includes WIC clinic visits, well-d¢tlj school-based health center visits,
etc.).

Appropriate weight management education providddwiiang weigh-ins (includes
nutrition, physical activity, and screentime).

Assure that referrals for culturally appropriatéoalable weight management made
when children or adolescents have a BMI greatar tha 85th percentile or have
increased one percentile or more (over the 50tbepdite) since their last BMI
measurement.

Enabling or linkage services for individuals or hes

Website or phone resource services is availablpdognts about helping their children
achieve and maintain a healthy weight.

Improve and enhance Safenet resources that aduyesgy prevention (includes
resources for physical activity and healthy eatingvell as referral information for
overweight children and adolescents).

Population-based — statewide or in communitiesrvi@es, activities

Promote TV Turnoff Week and screen-time awarentgswide for elementary schools
and child care settings.

Promote Walk and Bike to School Day and Safe Rtutchools for Oregon students,
parents, and communities.

Social marketing/social website promoting awarerssit food industry marketing to
youth for Too Many Ads: Marketing Junk Food to Kizlsnpaign.

Engage youth in efforts around food marketing abpelstty prevention.

Oregon’s Worksite Wellness ARRA funded grant (fesuen nutrition and physical
activity policies in the worksite.

Statewide breastfeeding promotion to raise awasealesut links to overweight.
Promote preparing and eating fruits and vegetgBlasners Markets, School efforts,
Community Access to Healthy Foods, WIC vouchers).

Infrastructure, policies, or system-building seedc

Child health collaborative of state and local palbiealth staff will have targeted
planning around obesity prevention activities fe8 §ear olds.

Develop and implement nutrition standards poliéoegpublic places — including,
schools, recreation centers, worksites, etc.

Develop and implement nutrition, physical activatyd breastfeeding policies in schools,
worksites, and childcare.

Collaborate with state, non-profit and local parsn@vorking on school, childcare,
screen-time, food security, breastfeeding, physictlity, access to healthy food,
nutrition and physical activity policy implementati).

Assess need and implement child care assessmériglot from the Start.
Surveillance of preventive actions through PRAMBARIS-2, Elementary School
Health Survey and Oregon Healthy Teens Survey.
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» Enhance hospital practices that support breastigedi

* Support statewide hunger plan with partners.

* Promote workforce development, training (includprgvider training) — new IOM
Pregnancy weight gain guidelines; obesity preventiaining through child health
collaborative.

* Advocate training for child health providers onngsBMI tools and nutrition, physical
activity and screen-time patient education.

» Support provision of culturally appropriate, affaldle nutrition and physical activity
referral system.

7. Physical and Mental Health Services Access
Priority Need:Access to preventive physical and mental heakVicss
Goal: Increase access to preventive physical and mee#dih services

Target population(s)hildren and adolescents ages 10 through 24

State Performance Measure: Percent of 8th graderstsiwho went to a doctor or nurse
practitioner for a check-up or physical exam whegytwere not sick or injured during the past
12 months. (Oregon Healthy Teens)

Activities and/or Capacity Building:
Direct or individual services
» Boost well visit rate among School-Based Healtht@edients by implementing higher
comprehensive well visit Key Performance Measureragrall certified SBHCs.

Enabling or linkage services for individuals or hes
* Increase utilization of Oregon’s SBHCs as natueaiters for outreach and enrollment
into Medicaid, Healthy Kids and other insuranceivigls.
» Print and distribute adolescent well visit refeatds to pharmacists who will be
immunizing adolescents according to new state Velvg will be encouraged to hand out
cards to parents/adolescents seeking immunizations.

Population-based — statewide or in communitiesvices, activities
» Train schools in the Coordinated School Health aagh, including the establishment of
a School Health Advisory Council (SHAC).
» Evaluate need for update and revision of adoleseeltvisit booklet, including the
possibility of culturally-appropriate translatiamd Spanish; distribute widely to parents
and providers.

Infrastructure, policies, or system-building seedc
» Contract with national expert to do provider tragion the Bright Futures approach/tools
in working with adolescents in comprehensive wality
» Collaborate with the Office of Disease Preventiokgidemiology (ODPE) on
implementing the Healthy Schools Act in Oregon.
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* Work with leadership in OHA to promote Bright Fugaras part of a new agency-wide
standard for youth preventive care.

» Perform a policy analysis of the impact of Fedétaehlth Reform on young adults’
insurance and access to care.

» Continue to pursue expansion of SBHCs across #te #tat would ensure access to
preventive care for youth in additional communities
8. Linkages to Mental Health Services

Priority Need:Lack of linkages or referral pathways to appraerimental health services for
children and youth with special health need

Goal:Increase linkages to mental health services fibdreim and youth with special health needs

Target population(s)Children and youth with special health needs

State Performance Measufemong CYSHN who needed mental health/counselieg;gntage
of CYHSN who received all needed care. (SourcetiaNal Survey of Children and Youth with
Special Health Needs)

Activities and/or Capacity Building:
Direct or individual services
» Continue Community Connections Network in 10 comities with emphasis on
increasing mental health service linkages for CY St explore expansion or other
models to implement in other communities.

Enabling or linkage services for individuals or hes
» Train families of CYSHN on how to navigate througle mental health system.

Population-based — statewide or in communitiesvices, activities
» Track, inform, and disseminate Medicaid’s planriegrate medical and mental health
services statewide.
» Disseminate information to families of CYSHN regagiMedical Home.
* Support community engagement efforts in rural comities to assess, map and enagage
with local mental health system, services and pleng.

Infrastructure, policies, or system-building seedc

» Develop a mental health referral form and processsist PHNs in making appropriate
referrals to mental health services. Collaborath wiental health managed care plans to
ensure the mental health referral form acceptedmstocol.

* Train public health nurses and other health canéepsionals to screen CYSHN and their
families for needed linkages with mental healtlviees.

» Identify disparities and specific areas of needtre¢ to mental health services by county
or region using varied sources of data, such aslgamotional/behavioral referrals to
CCNs.
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» Evaluate and address needs specific to transigoyoath and young adults, with
emphasis on transition to adult mental health sesvi

» Partner with CDRC to provide webinar consultatiomprimary care providers on mental
healthfor CYSHN.

» Partner with OHSU Child Psychologist and Oregonidad Society to disseminate
psychiatric consultation for primary care provid@AL-K).

» ldentify community collaborations on medical/meritablth integration.

» Offer webinar trainings to health care professiermal effective navigation, referral and
utilization of the mental health system.

9. Access to Specialized Health Services
Priority Need:Limited access to specialized health and relatedces (specialty care, mental
health, PT/OT, etc.) for children and youth witlesjal health needs particularly in rural and

frontier areas

Goal: Increase access to specialized health and redatettes for underserved populations of
children and youth with special health needs

Target population(s)Children and youth with special health needs

State Performance Measufeanong CYSHN who needed specialized services, @GSN
who received all needed care. (Source: Nationatleuof Children and Youth with Special
Health Needs)

Activities and/or Capacity Building:

Direct or individual services

1) Provide resources for parental chromosome or @éeetic tests when needed to assess
recurrence risks when fetus or child is diagnosild avgenetic condition and 3rd party payer
will not cover.

2) Provide resources for travel costs and travel fonéamilies to access outreach genetics
clinics in Eugene, Medford, Bend, and other comriesi and to support medical geneticist
and genetic counselor time to provide telemediviais.

3) Coordination and technical assistance with CDR@rtwide telemedicine visits for multiple
pediatric specialties including genetics.

4) Reconvene the Genetics Advisory Committee to Oréggaith Services Commission
(HSC).

5) Provide resources to support clinician costs aasetiwith travel to outreach genetic clinics
in Eugene, Medford, Bend and other communities.

6) Provide resources to support geneticist and genetinselor costs associated with
telemedicine visits to increase and sustain ramalilies’ access to genetic services.

Enabling or linkage services for individuals or ihes
* Provide education and training to CYSHN and thamifies on how to access specialized
health and related services.
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* Work to ensure barriers to specialized health aackrelated services are decreased, such
as insurance, transportation, language barriers etc

» Link families with public health nurses, CCN teaam&l other community resources that
have knowledge of specialized services, their iooatvailability and access.

* Provide information on EHDI website, and OCCY SHNogi¢e with link to EHDI
website, about importance of genetics evaluatiomfiants with hearing loss detected by
newborn hearing screening.

Population-based — statewide or in communitiesvices, activities
» Disseminate information to CYSHN and their familiegarding the benefits for
establishing a Medical Home for their child relatto care coordination and referrals.

Infrastructure, policies, or system-building seedc
» Partner with CDRC to provide webinar consultatiomprimary care providers on a
variety of topics pertinent to CYSHN including reed and linkage to specialized health
services, and on their efforts to bring CDRC sgdgcaoviders out to underserved

communities.
» Educate primary care providers about local spesdlhealth and related services in their
communities.

» Conduct further assessment of specialty servigeadites and need including genetics,
ASD, and other specific needs.

» Support staff time to work on licensure for genetcinselors legislation in 2011
legislative session.

» Support work on Oregon part of WSGSC project tormap reimbursement of genetic
services by private 3rd party payers.

» Assess and analyze capacity and need for genetitsebng, pediatric clinical geneticist.

* Include genetic topics in trainings for CaCoon pribhkalth nurses, CCN providers and
other community-based primary care providers.

» Support community engagement efforts in communtbesssess disparities in access to
specialized health and related services.

10. Access to Family Support Services

Priority Need:Families and providers lack knowledge and awarenésupport services
available for families of children and youth witbegial health need

Goal: Increase access to family support services foiliesrof children and youth with special
health needs

Target population(s)Children and youth with special health needs aed families

State Performance Measufate Performance MeasuBenchmarks for developing a strategic

plan to address family support needs for Oregonliegrof CYSHN are:

1) A workgroup including families, local and state ages/organizations, and other key
stakeholders is convened to identify existing fgmsiipport services within Oregon.
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2) Methods to collect and capture data on family netzasily support gaps/impacts, and best
practices are identified.

3) Strategies for increasing outreach and partneiasttigities with groups/organizations that
support and assist families of CYSHN are developed.

4) Information on family needs, family support gapg/auts, and best practices is disseminated
through a variety of education and outreach efforts

5) A strategic plan is developed which clearly ariateab the roles and responsibilities for the
Title V CSHCN program in addressing family suppugeds.

Activities and/or Capacity Building:
Direct or individual services
* Increase Family Liaisons in CCN teams to increassilf/ support and access to family
support services.

Enabling or linkage services for individuals or ihes

» Link families with public health nurses and CCNotiner community resources to
provide resources for family to family support astber support services in their
community.

» Support community engagement efforts in rural comitres (and maybe more broadly)
to assess and address access to family suppoiteserv

* Increase family connections in regional centedgtowith FIN to increase linkages with
family support services.

Infrastructure, policies, or system-building seedc

» Offer technical assistance and information to alspecific family to family supports
available in counties.

* Create and sustain OCCYSHN Advisory Group, to idelyouth and family members to
provide input into plans and activities.

» Convene a meeting of family support groups, programd agencies to identify priorities
and create an action plan for increasing familypsuts for families of CYSHN.

» Track and disseminate policy that results in tls#rueturing of services to families of
CYSHN.

* Develop and maintain website and social media ssuiamr CYHSN, including a strong
family component.

» Continue to administer Syndey and Lillian ZetoscimdFof the Oregon Community
Foundation for purchase of adaptive equipment f66BN to pursue education.

» Train health care professionals about family neeakshow to access and link families to
family support services.

Outcome Measures - Federal and State

The State Title V Programs provide either direcindirect influence on the MCH Performance
and Outcomes measures, through surveillance, gyrared program implementation, systems
building with partners, and policy developmentag&tgies and activities are selected based on
the potential to change the health status of pdjuisin the particular area represented by the
performance or outcome measure. In Oregon, sortteeaghore standard public health measures
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of population health are fairly steady at low leyeduch as infant mortality and low birthweight.
However, other contributing factors such as prdratiee and early childhood health factors have
steadily shown little improvement. Oregon’s TitlePvogram emphasizes the systems that
support families, their children and their pregrnascThis year's needs assessment has been an
attempt to further narrow the goals to align wikiiséng or feasibly possible activities and
strategies that better fit in the context of thétal will and changes in the health care deljer
system both nationally and locally.

For the 2011-2016 assessment and plan, the Tiddfides expect to leverage and develop new
program activities and partnerships that will mairectly influence positive change in the
performance and outcome measures. Preliminary lagiels related to each of the State Title
V Performance Measures will be prepared and usedidance to identify research and
evidence to implement strategies that most likalypositively influence the measure. The
information in the logic models set out the firefay or two strategies, activities, partnerships,
deeper assessment and surveillance for the topéc ar
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APPENDICES
A) Title V Leadership Team and Submit Matter Experts

B) Title V Advisory Group (additional informaticatwww.oregon.gov/DHS/ph/ch/mch_advisory.shtml

C) Explanation of Data Resources
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Appendix A
Title V Assessment Leadership Team

Katherine Bradley, Administrator, State Title V Bator, Office of Family Health, Oregon
Health Authority (OFA/OHA)

Cate Wilcox, MCH Section Manager, OFH/OHA

Bob Nystrom, Adolescent Health Section Manager, (@HA

Kathryn Broderick, MCH Assessment and Evaluationt Wanager, OFH/OHA

Kathleen Anger, Lead Research Analyst, OFH/OHA

Ed Herzog, Research Analyst, OFH/OHA

Molly Emmons, Title V Coordinator, OFH/OHA

Marilyn Sue Hartzell, Director, Oregon Center fdrildren and Youth with Special Health
Needs, Title V Director for CYSHN

Assessment Subject Matter Expert Staff

Office of Family Health, Oregon Health Authority

Cyndi Durham Isabelle Barbour

Nurit Fischler Sarah Ramowski

Beth Gebstadt Jennifer Young

Koneng Lor Julie McFarlane

Shanie Mason Emily Coulter-Thompson
Heather Morrow-Almeida Lesa Dixon-Gray

Maria Ness Gordon Empey

Dianna Pickett Sandra Potter-Marquardt
Al Sandoval Tara Walker

Becky Seel Ken Rosenberg

Robhin Stanton

Oregon Center for Children and Youth with Special Health Needs

Dr. Robert Nickel Nancy Lowery
MaryAnn Evans Candace Artemenko
Becky Adelmann Charlotte Schley
Kerry Silvey Rosalia Messina

Karen Brown
Gillian Freney
Marilyn Berardinelli
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Appendix B - Title V Assessment Advisory Group

Adrienne Greene
Alexis M. Asihene
Amy D. Sullivan
Anne Stone, MA
Annjanette Sommers
Becky Adelmann
Beth Daniels

Brian T. Rogers, M.D.
Charles E. Drum, MPA, JD, PhD
Colleen E Huebner, PhD, MPH
Cornetta J. Smith
Danita Huynh

Diane Lia

Donalda Dodson
Gina M. Fatrrell

Jae Douglas

Jeffrey A. McCubbin
Joanne Rogovoy
Judith Treanor

Judy Cleave

Karen Vantassell
Karen Wheeler

Kate Moore

Kathy Seubert

Linda Hamilton

Lisa M. Lyman, Ph.D.
Lisa Millet

Liz Smith Currie

Lul Abdulle

MaiKia Moua
Mardica Hicks

Margo Salisbury
Mary Lou Hennrich
Michelle Berlin, MD, MPH
Natalie Jones
Patricia Savage
Paula Hester
Rebecca Austen
Reiko M. Williams
Robert Nickel, MD
Scott Stumbo

Shafia M. Monroe
Sue Omel
Tameka Brazile
Wayne Sells

Oregon Public Health Division
DHS Office of Multicultural He&lt& Services
Multnomah County Health Department
Oregon Pediatric Society
Pacific University
Center for Children and Youth witteS8ial Health Needs
Oregon PTA
Child Development & Rehahilibn Center, OHSU
Child Development éhRbilitation Center, OHSU
Maternal and Child HeBfogram, School of Public Health
Multnomah County Health Departnialthy Birth Initiative
Immigrant and Refugee Community Orgation (IRCO)
DHS Addictions and Mental Health
Oregon Child Development Coalition
Planned Parenthood Columbia Willame
Office of Environmental Public HeaRbsearch & Education Svcs.
College of Health and Humanefces, Oregon State University
March of Dimes
Linn County Department of Healthviéers MCH Programs
Marion County Health Department
Oregon Commission on Childrenfeardilies
DHS, Addictions and Mental Healthifion
Deschutes County Health Services
DHS Addictions and Mental Health Bien
Blacks In Government
Oregon Rural Practice-basese@eeh Network
Injury Prevention and Epidemiology Siect, OPHD
Oregon School-Based Health Carendek
Somali Women's Association (SWA)
PH-Division, Office of Community Liaiso
Children's Community Clinic
Multnomah County Health Department
Community Health Partnership: gare's Public Health Institute
OHSU
Douglas County Health Department
Curry County Public Health
Oregon School-Based Health Care Nietwor
OSPHD - Community Liaison
Portland Public Schools
Child Development & Rehabilitati€Center, OHSU
Data Resource Center, Child & Adoleisklealth Measurement
Initiative, OHSU
International Center for TraditChildbearing (ICTC)
Washington County DHHS-Public Health
Multnomah Co. Health Department althg Birth Initiatives
OHSU, Outside In
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Appendix C — Explanation of Data Resources

American Community Survey

The American Community Survey (ACS) is a surveyduarted by the U.S. Census Bureau in every
county, American Indian and Alaska Native Area, Bladvaiian Home Land. The survey collects
and produces population and housing informatioaroannual basis.
http://www.census.gov/acs/www/

BRFSS

The Behavioral Risk Factor Surveillance System (BBJis an on-going telephone health survey
system, tracking health conditions and risk behaviData are collected monthly in all 50 states, th
District of Columbia, Puerto Rico, the U.S. Virdslands, and Guam.

http://www.cdc.gov/brfss/

CDC Lead Poisoning

The Centers for Disease Control and Prevention (JA2@d Poisoning Prevention Branch (LPPB)
compiles state surveillance data for children age months who were tested for lead at least once
since January 1, 1997.

http://www.cdc.gov/nceh/lead/data/index.htm

CHS
The Center for Health Statistics (CHS) is Oreguwita records office. Each birth, marriage, divgrce
and death that occurs in Oregon is registered iewtlih CHS.

Common Core of Data

The Common Core of Data annually collects fiscal aon-fiscal data about all public schools,
public school districts and state education agenai¢he United States.
http://nces.ed.gov/ccd/

Current Population Survey

The Current Population Survey (CPS) is a monthiyesyiof about 50,000 households conducted by
the Bureau of the Census for the Bureau of Labatis$ics. The CPS is the primary source of
information on the labor force characteristicshef U.S. population.
http://oregon.gov/DAS/OPB/popsurvey.shtml

Kindergarten Readiness Survey

Administered to Oregon kindergarten teachers, tinelétgarten Readiness Survey collects data on
kindergarten children in most Oregon school ditgdric
http://www.ode.state.or.us/search/page/?id=1356

National Assessment of Educational Progress

The National Assessment of Educational Progres€EAs the only nationally representative and
continuing assessment of what America's studerdw/ kand can do in various subject areas.
http://nces.ed.gov/nationsreportcard/

Oregon Five-Year MCH Needs Assessment and Goals
Revision September 15, 2010
60



National Child Abuse and Neglect Data System

The National Child Abuse and Neglect Data Systemvsluntary national data collection and
analysis system created in response to the regemesnof the Child Abuse Prevention and Treatment
Act.

http://www.acf.hhs.gov/programs/cb/systems/

NSCH

The National Survey of Children’s Health (NSCH) ewaes the physical and emotional health of
children ages 0-17 years of age.

http://www.cdc.gov/nchs/slaits/nsch.htm

NS-CSHCN

The National Survey of Children with Special Hedlthre Needs (NS-CSHCN) examines the extent
to which children with special health care needSHICN) ages 0-17 years of age have medical
homes, adequate health insurance, and accessdedservices.
http://www.cdc.gov/nchs/slaits/cshcn.htm#2005CSHCN

OHT

Oregon Healthy Teens (OHT) monitors the healthwaeltbeing of adolescents through an
anonymous and voluntary research-based survey.dthe Oregon version of the YRBSS (which is
a national survey).

http://www.cdc.gov/HealthyYouth/yrbs/index.htm
http://www.dhs.state.or.us/dhs/ph/chs/youthsurvelgk.shtml

Oregon Population Survey

The Oregon Population Survey is a telephone suhayis conducted every two years and collects
data on income, employment, education, child adisability status, and internet usage.
http://oregon.gov/DAS/OPB/popsurvey.shtml

PRAMS

Pregnancy Risk Assessment Monitoring System (PRA8t8¢cts data on maternal attitudes and
experiences prior to, during, and immediately ghtexgnancy for a sample of Oregon women.
http://www.oregon.gov/DHS/ph/pnh/prams/index.shtml

PRAMS-2

The Pregnancy Risk Assessment Monitoring SystePRAMS-2) surveys Oregon PRAMS
respondents when their baby reaches 2 years oftageludes questions on such topics as well child
care, child nutrition, social support, maternal gihgl activity and multivitamin use, childcare and
screen time.

http://www.oregon.gov/DHS/ph/pnh/prams/index.shtml

Smile Survey

The Oregon Smile Survey was a statewide oral healtey among first, second and third-graders in
Oregon public schools.

http://www.oregon.gov/DHS/ph/oralhealth/index.shtml
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VistaPHw

VistaPHw is a software package that allows the ipdigalth community in Oregon to access and
analyze population-based health data on the caurdiate level.
http://www.oregon.gov/DHS/ph/hsp/vistaphw/indexmsht

WFRS

The Water Fluoridation Reporting System (WFRShesltasis for national reports that describe the
percentage of the U.S. population on public wagstesns who receive optimally fluoridated
drinking water.

http://www.cdc.gov/fluoridation/fact_sheets/engineg/wfrs_factsheet.htm

WISQARS

The Web-based Injury Statistics Query and Repoi@iystem is an interactive database system that
provides customized reports of injury-related ddtthe state and national level. Separate databases
are maintained for fatal and non-fatal injuries.

http://www.cdc.gov/injury/wisqars/index.html

YRBSS
The Youth Risk Behavioral Surveillance System (YEB&onitors priority health-risk behaviors
and the prevalence of obesity and asthma amond ymat young adults.
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